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Chapter 1: Introduction 
Mental Health Care 
Given the long history of the study of adult psychological problems, it is only 
recently that the focus of study has broadened to include child and adolescent 
psychopathology (Mash & Dozois, 1996).  The roots of psychology date back to the 
times of the ancient Greeks and beyond, when the mythology and philosophies that have 
laid the foundation for modern psychology were forged (Kimble, 1996).  Towards the 
close of the 19th century, psychology emerged as both an academic and scientific 
discipline with the opening of psychological laboratories in both Europe and the United 
States (Kimble, 1996).  From its inception, psychology has primarily focused on adult 
subjects.   
It was not until the 20th century that scientific interest and empirical study began 
to include children and adolescents (Slaff, 1981).  Little over four decades ago, after 
requests for the recognition of child psychiatry as a subspecialty were repeatedly denied, 
the American Psychiatric Association recognized child psychiatry as a separate entity of 
study and endorsed specialized training in the field (Slaff, 1981).  Even then, with 
expanded interest, child and adolescent psychopathology has only received serious 
attention within the last 20 - 30 years (Barkley, 1996; Harrington, 2001; Lewinsohn, 
Rhode, & Seeley, 1998; Mash & Dozios, 1996; Offer & Schonert-Reichl, 1992; Reynolds 
& Johnston, 1994).  Other areas of child and adolescent psychopathology remain 
neglected by research and vast knowledge gaps in current areas of interest exist (Jensen et 
al., 1993; Liebowitz, Gorman, Fyer, & Klein, 1985; Weisz & Weiss, 1991; Weller, 
Weller, & Fristad, 1995).  Though advances have been made in the past few decades, less 
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attention has focused on children and adolescents compared to research of adult 
populations, resulting in a lack of knowledge of pediatric mental health care issues.  
Furthermore, not only does a relative lack of knowledge exist due to sparse research and 
data, but also mental and medical health care professionals tend to be poorly informed of 
the limited empirical data that are available.   
Lack of Knowledge of Adolescent Mental Health Issues 
Adolescent mental health care is especially plagued by a lack of awareness of data 
concerning pediatric psychopathology (Cappelli et al., 1995; Markantonakis & Mathai, 
1990; Oke & Mayer, 1991; Roberts & Partridge, 1998).  Mental health care providers 
have demonstrated poor ability to properly diagnose psychopathology, thus allowing 
psychological disorders to remain untreated (Schulberg & McClelland, 1987). Blum and 
Bearinger (1990) addressed a growing concern of the competence of mental health 
professionals in the treatment of adolescent psychopathology and general adolescent 
mental health care by examining knowledge and attitudes towards adolescent health care.   
In this study, a sample of over three thousand health care professionals was chosen 
randomly though membership listings from various professional associations.  The 
sample included pediatricians, family practitioners, nurses, nutritionists, psychologists 
and social workers.  Subjects were asked to respond via mail to one of five discipline 
specific variations of a questionnaire that addressed demographics, professional training, 
training in adolescent health care, clinical practice characteristics, perceived competency, 
and probable continuing education intentions.  With the exception of the medical doctors, 
the health care providers reported that at least 25% of their clientele was comprised of 
adolescents.  However, across disciplines, professionals reported that they received 
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insufficient training in working with adolescent psychopathology at significantly high 
rates.  Furthermore, physicians and psychologists reported a lack of interest in continuing 
education and acquiring skills needed to better address adolescent concerns at rates of 
73% and 60%, respectively.        
Kramer and Garralda (1998) also studied the state of adolescent mental health 
care by assessing the rate of underdiagnosis among a sample of children being seen by 
general practitioners.  The sample of 131 children was based upon no criteria other than 
being under the care of the pre-selected general practitioners.  Following a visit to the 
physicians, a battery of assessments was administered to determine the presence of a 
psychological disturbance and for the purposes of diagnosis.  The results of the testing 
were compared to the general practitioners' reports of psychiatric disturbance.  Nearly 
38% of the sample presented with a psychiatric disorder, yet, the physicians identified 
only 12%, the most severely impaired of the sample, as having a psychological 
disturbance.  
Referral Rates 
General Prevalence Rates 
 
The high prevalence of mental health problems among youth presents a major 
health problem (Kosky, McApline, Silburn, & Richmond, 1985) and some reports 
indicate that the prevalence rates are on the rise (Roberts, Attkisson, & Rosenblatt, 1998).  
Though estimates vary greatly, moderate estimates indicate that between 15% and 19% 
of American youth are in need of mental health treatment (Tuma, 1989).  Roberts and 
colleagues (1998) reviewed 52 epidemiological publications that focused on overall 
prevalence rates of child and adolescent psychiatric disorders.  Prevalence rates ranged 
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from 1% to 51%.  The mean prevalence rates for preadolescents and adolescents, 
however, were 13.2% and 16.5%, respectively.   
Unmet Mental Health Needs  
Although a significant number of pediatric patients meet criteria for some type of 
psychiatric disorder (Canino, Bird, Rubio-Stipec, & Bravo, 1995), only a relatively small 
portion of those children receive treatment (Bailey & Garralda, 1989; Harris, Franz, 
Barry, Godbole, & Okamura, 1998; Flisher et al, 1997).  Of the estimated 9.5 million 
children in need of psychological intervention (Tuma, 1989), an estimated 70% to 80% 
do not receive psychological intervention (Knitzer, 1982; Knitzer 1993).  Flisher and 
colleagues (1997) sampled 1285 children from the United States and Puerto Rico in an 
attempt to calculate the ratio of children with unmet mental health needs to those with 
met needs.  Of the children in need of intervention, less than 4% had received appropriate 
mental health services while the needs of 17% were unmet.  Numerous factors contribute 
to the underutilization of mental health care services.  However, many researchers are 
now focusing on the role of improved education and increased knowledge of pediatric 
psychopathology to improve the provision of mental health care services (Heinrich, 2000; 
Rutz, 1999). 
Underrecognition of Psychopathology in Adults  
 As a significant portion of those diagnosed with psychopathology do not receive 
mental health care services, a separate, but equally substantial number of people do not 
receive mental health care services because their psychopathology is not recognized by 
professionals and subsequently remains undiagnosed.  It is well documented that health 
care professionals significantly underdiagnose mood and anxiety disorders (Billings, 
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1995; Brunello et al., 2001; Herrmann-Lingen, 2001; Reddy & Srinath, 2000; Valente, 
1996).  Several researchers have particularly reported on the widespread underdiangosis 
of depression and social anxiety disorder (Billings, 1995; Kashdan & Herbert, 2001; 
Rutz, 1999; Wells, 1999).  Though these reports generally focus on either adult only or 
general primary health care populations, the findings are relevant to pediatric mental 
health care given the previously cited data on poorly informed mental health care 
professional.   
 Depression.  
Mood disorders often go unrecognized by both medical and mental health care 
professionals (Fellin, 1989; Fleet et al., 1996; Keller, 1990; Klinkman, 1997; Nierenberg, 
2001; Parkerson & Broadhead, 1997; Poznanski, 1981; Rubinson, 1987; Son & Kirchner, 
2000; Stokes, 1993; Wells, 1999; Zimmerman & Mattia, 1999). The high level of 
underdiagnosis may suggest that health care professionals are ill equipped to recognize 
and treat adolescent depression (Cappelli et al., 1995).  Second only to hypertension, 
depression is the most common condition among primary care patients (Cassidy & 
Jellinek, 1998; Sartorius, Uestuen, Lecrubier, & Witthen, 1996; Schoenbaum et al., 2002; 
Woods, 2003), afflicting between 10 million and 14 million people a year (Stokes, 1993).  
Costing an estimated $44 billion in medical services in the U.S. alone in 1990 and over 
$16 billion a year more recently (Greenberg, Stiglin, Finkelstein, & Berndt, 1993; 
Nierenberg, 2001), depression is expected to be the second leading cause of disability 
worldwide by the year 2020 (Eisenberg, 1997).   
Despite these numbers, medical professionals fail to recognize the disorder up to 
50% of the time (Billings, 1995; Hiok-Boon Lin, Ihle, & Tazuma, 1985; Klinkman, 1997; 
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Perez-Stable, Miranda, Munoz, & Ying, 1990; Wells, 1999). In Zung, Magill, Moore, and 
George's (1983) study of 143 outpatients seen at a family medical practice, one third of 
the patients whom the researchers diagnosed with clinical depression were undiagnosed 
by the primary care physician.  A similar study found that physicians recognized and 
properly diagnosed depression in slightly over one third of the patients who met criteria 
(Perez-Stable et al., 1990).  
Social Anxiety Disorder. 
The extent of underdiagnosis of Social Anxiety Disorder (SAD) is so great that 
some have termed it "the neglected anxiety disorder" (Liebowitz et al., 1985).  Den Boer 
and Dunner (1999) of the Netherlands carried out a descriptive study of SAD in adults 
which assessed the knowledge and perceptions of European and North American 
psychiatrists and primary care physicians. Interviews were conducted to measure 
knowledge and awareness of the disorder.  Following the interviews, the participating 
physicians and psychiatrists were asked to maintain a diary of their next 20 patients 
presenting with any psychological disorder.  The diary outlined demographics, diagnosis, 
symptomology and treatment.  Later, to determine proper diagnosis, the researchers 
reassessed the same patients.  The researchers found that 25% of the patients who met 
criteria for SAD went undiagnosed.  In addition, about one half of the primary care 
physicians, both in Europe and North America, were unaware of the term social anxiety 
disorder. 
Underrecognition of Psychopathology in Children and Adolescents  
 The data on underrecognition largely report on adults only.  However, it is logical 
to assume that perpetuated and maintained by a lack of research and limited knowledge 
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of pediatric mental health care, the phenomena of underdiagnosis occurs in pediatric 
populations as well.  Though the limited availability of research relative to children and 
adolescents largely requires that one draws hypotheses based upon adult data in order to 
address many pediatric issues, a few studies do provide data on the underdiagnosis of 
specific disorders in children and adolescents.  As did the previously cited data relative to 
adults, these data also report gross underdiagnosis and underrecognition of mood and 
anxiety disorders. 
Bipolar Disorder. 
Once thought to be a disorder affecting only adults, Bipolar Disorder is 
recognized as a disorder that may present during childhood.  Though the prevalence of 
prepubescent Bipolar Disorder is unknown, reports from studies of adults suffering from 
bipolar may provide information of child and adolescent occurrence of the disorder 
(Weller et al., 1995).  Loranger and Lavine (1978) reported that when asked to identify 
the age of onset, 7.5% of a sample of adult bipolar patients indicated onset of the disorder 
by age 14.  In the 40 years since the diagnostic criteria of childhood onset were first 
utilized, juvenile Bipolar Disorder has remained an understudied, misunderstood, and 
frequently unrecognized disorder (Dilsaver, 2001; Gammon et al., 1983; Ghaemi, Ko, & 
Goodwin, 2002; Ghaemi, Sachs, Chiou, Pandurangi, & Goodwin, 1999; Giedd, 2000; 
Isaac, 1992; Keisling, 1981; MacQueen & Young, 2001; Nierenberg, Gray, & Grandin, 
2001; Poznanski, 1981; Reddy & Srinath, 2000).   
Panic Disorder. 
Like Bipolar Disorder, Panic Disorder has long been considered a strictly adult 
disorder (Moreau & Weissman, 1992).  Researchers believed that children did not 
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possess the cognitive capacity to form the catastrophic misinterpretations of bodily 
sensations that is indicative of Panic Disorder (Albano, Chorpita, & Barlow, 1996).  
Recent research, however, has revealed that the disorder does occur in childhood and 
adolescence (Albano et al., 1996; Moreau & Weissman, 1992).  As with adults, many of 
the children and adolescents seen in emergency and primary care clinics present with the 
physical symptoms of Panic Disorder (Moreau & Weissman, 1992).  Despite its presence, 
Panic Disorder is frequently unrecognized (Ballenger, 1987; Barsky, Delamater, & Orav, 
1999; Fleet et al., 1996; Paradis, Friedman, Lazar, Grubea, & Kesselman, 1992; Servent 
& Parquet, 2000; Vanin & Vanin, 1999; Weissman, 1990). 
 Obsessive-Compulsive Disorder. 
 Although than 80% of adults diagnosed with Obsessive-Compulsive Disorder 
(OCD) report an age of onset prior to age 18 (Flament, 1990; Riddle, 1998; Rahmatalla, 
Jumaian & Hosin, 1996), it was previously believed that OCD rarely occurred in children 
(Rahmatalla et al., 1996).  Research conducted within the last 15 years, however, has 
revealed that the disorder is relatively common in children and adolescents (Albano et al., 
1996; Rahmatalla et al., 1996). The first epidemiological study of the prevalence of 
juvenile OCD was conducted in 1989.  Over 5,500 high school students participated.  
Results indicated adolescent prevalence rates of 1% (Flament, 1990).  Subsequent studies 
found prevalence rates between 1-3%, which approximate prevalence rates documented 
for adults (Flament, 1990; Zohar, 1999).  The juvenile presentation of obsessive-
compulsive disorder (OCD) is similar to that of adult OCD (Albano, et al. 1996; Grados, 
Labuda, Riddle, & Walkup, 1997).  Likewise, the disorder can lead to severe impairment 
in multiple areas of functioning including academic and social (McGough, Speier, & 
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Cantwell, 1993).  Despite this, the adolescent presentation of this disorder remains 
understudied, underdiagnosed and undertreated (Flament, 1990).    
Possible Overdiagnosis: The Case of Attention-Deficit/Hyperactivity Disorder 
 Whereas reports document the widespread underrecognition of mood and anxiety 
disorders, concerns have been raised about possible overdiagnosis and overtreatment of 
behavioral disorders.  In recent years, Attention-Deficit/Hyperactivity Disorder (ADHD) 
has been a source of controversy, receiving multimedia attention (Adesman & Morgan, 
1999; "ADD a Campaign Issue," 2000; Danforth & Navarro, 2001; Goldman, Genel, 
Bezman, & Slanetz, 1998; Ludwikowski & DeValk, 1998; Pena, 1996).  While some 
researchers in the field argue that the disorder is frequently underdiagnosed, others have 
charged that the disorder is widely overdiagnosed (Diller, 2000; Hamilton, 2001; 
LeFever, Dawson, & Morrow, 1999; Novak, 2001; Spencer, Biederman, & Wilens, 2000; 
Toufexis; 1989; Xippolitos, 1999).  As allegations of possible overdiagnosis raged, 
politicians, such as Senator Hillary Rodham Clinton, became embroiled in the 
controversy, using it as a political campaign platform ("ADD a Campaign Issue," 2000).  
The White House even became involved with a March 2000 announcement of plans to 
enlist experts in the field, the Drug Enforcement Agency, the Food and Drug 
Administration and the National Institute of Mental Health in an effort to reduce the 
number of children taking methylphenidate (Ritalin) ("ADD a Campaign Issue," 2000).   
Allegations of overdiagnosis are fueled by the rapid increase of cases and 
prescription of stimulants seen within the past few years ("How to treat," 1998).  Between 
1991 and 1996, the number of ADHD cases doubled (Leutwyler, 1996).  In the U.S. 
alone, 350 million doses of methylphenidate, the amphetamine-like stimulant most 
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frequently prescribed to treat ADHD, are administered daily (Merti, 2000).  Since 1988, 
prescriptions for methylphenidate have increased by up to 600% ("How to treat," 1998) 
and general stimulant prescriptions have increased 250% (Diller, 2000; Kalb, 2000).  
With the number of ADHD diagnoses increasing 21% a year for the last decade ("ADD a 
Campaign Issue," 2000), in some schools, between 30%-40% of students are 
administered (Ghodse, 1999).  One study of stimulant prescription rates reported that one 
half of the surveyed children who where currently taking stimulant medication did not 
meet criteria for ADHD (Diller, 2000).   
 Despite persistent concern of possible overdiagnosis of ADHD, many researchers 
suggest that concern is unwarranted (Jensen et al., 1999; Goldman et al., 1998; Glow, 
1981).  Using the National Library of Medicine database and documents from the Drug 
Enforcement Administration, Goldman and colleagues (1998) addressed growing 
concerns of psychopharmacological overtreatment by conducting an extensive literature 
review of publications on the topic.  The researchers examined studies published between 
1975 and 1997, finding no evidence of widespread overprescription or overdiagnosis.  
Though debate continues, many researchers agree, however, that both overdiagnosis and 
underdiagnosis may occur (Diller, 2000; Hamilton, 2001; Jensen et al., 1999; LeFever et 
al., 1999; Llana & Crismon, 1999; Paule et al., 2000).  Additionally, Goldman and 
colleagues (1998) acknowledged that though their findings show little evidence of current 
overtreatment, pharmocotherapy trends may increase the likelihood of abuse in the 
future.    
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Internalizing/Externalizing Distinction 
 In analyzing met and unmet mental health needs, a distinction to consider 
concerns the two broad classes in which the most common child and adolescent disorders 
fall.  Using factor analysis to derive dichotomous dimensions of child and adolescent 
psychopathology, Achenbach and Edelbrock (1978) introduced the terms internalizing 
and externalizing as a means of categorization.  The terms internalizing and externalizing 
encompass broad bands of psychopathology (Achenbach & Edelbrock, 1978).   Often 
referred to as "undercontrolled" problems (Weisz & Weiss, 1991), externalizing disorders 
are typified by disruptive, disobedient and harmful behavior (Weisz, Suwanlert, 
Chaiyasit, & Walter, 1987; Zahn-Waxler, Klimes-Dougan, & Slattery, 2000).   Disorders 
characterized by impulsive, hyperactive and aggressive symptomotology (Weisz et al., 
1993; Cicchetti & Toth, 1991) such as conduct disorder and oppositional defiant disorder, 
are included within this broad syndrome.  Internalizing, or "overcontrolled" disorders 
(Weisz & Weiss, 1991) categorize the spectrum of mood and anxiety disorders (Cicchetti 
& Toth, 1991) that are indicative of symptomology such as sorrow, guilt, worry, social 
withdrawal and somatization (Weisz et al., 1987; Weisz & Weiss, 1991; Weisz et al., 
1993; Zahn-Waxler et al., 2000).  The distinctions between internalizing disorders and 
externalizing disorders appear to be factors that influence the trends in diagnosis rates 
and referral patterns.  
Discrepancy Between Internalizing and Externalizing Referral Rates 
In comparison to externalizing problems, internalizing problems generate fewer 
referrals for both evaluation and treatment (Lambert, Weisz, & Knight, 1989; Siegel, 
1981; Stranger & Lewis, 1993; Todman, Justice & Swanson, 1991; Vardill & Calvert 
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2000; Weisz et al., 1987; Weisz & Weiss, 1991).  A clear example of this is evidenced in 
an examination of 382 referrals for special education made in both an urban and 
surrounding suburban school district (Lloyd, Kauffman, Landrum, & Roe, 1991).  
Researchers reported that only 2% of the referrals were made for problems involving 
fearfulness, while only 1% of the referrals were made for depression.  Presumably, 
considering the high prevalence rates of internalizing problems, the referrals made did 
not adequately need of intervention for these problems (Lloyd et al., 1991).   
Particularly within schools, behavioral problems account for a large percentage of 
referrals made to school counselors and other mental health professionals (Lloyd et al., 
1991; McConkey & O'Connell, 1982; Pearcy, Clopton, & Pope, 1993).  Hyde (1975) 
documented that within one inner-city school system, nearly twice as many psychological 
referrals were made for acting out behavior compared to referrals made for emotional 
problems.  Some studies report that externalizing misbehavior is a factor in nearly half of 
all school referrals made in urban school districts (Gottlieb & Weinberg, 1999).  In a 
study of special education referrals, Gottlieb and Weinberg (1999) discovered that despite 
a school district's clear guidelines on the limited use of misbehavior as a factor in special 
education referrals only when misbehavior interferes with academic performance, many 
teachers made referrals based primarily or in part on poor classroom behavior. 
Why the Discrepancy?  
Outside Factors Influence Receipt of Referral  
Gath (1968) examined factors influencing the child psychiatric referrals made by 
general practitioners.  After interviewing 50 general practitioners, Gath (1968) 
determined that an overwhelming number of referrals were greatly influenced by factors 
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other than psychiatric diagnosis.  Despite the presence of the child's psychopathology, 
factors such as parental reaction to the child, including anger, resentment and anxiety 
played a great role in the decision to make a referral.   
Two decades later, Bailey and Garralda (1989) replicated Gath's (1968) study.  
The researchers examined referral practices by administering a questionnaire to general 
practitioners.  Although the severity of the child's problem was commonly reported as a 
main reason for referral, it was not the most commonly reported factor.  Severity of the 
child's problem ranked as the third most frequently reported reason for referral behind 
parental anxiety and parental request.  The results of this study corroborated Gath's 
(1968) earlier findings.  As did Gath (1968), Bailey and Garralda (1989) concluded that 
the general practitioners did not play as active a role in the referral process as should be 
expected.  The practitioners' clinical judgment was not the primary factor in many cases, 
but rather outside factors, such as parental influence, played a greater role in the 
appropriation of referrals.   
As demonstrated by these studies, numerous factors aside from the presence of 
psychopathology may play a role in the referral of a child to a mental health specialist.  
The attainment of treatment may not be received based upon the severity of distress 
experienced by the child, but rather based upon the responses and attitudes of adults 
towards the child (Bailey & Garralda, 1989; Glow, 1981; Weisz & Weiss, 1991).  
Children rely on adults for diagnosis and treatment (Stanger & Lewis, 1993).  For the 
vast majority of children, adult attitudes and desires greatly influence the attainment and 
course of therapy (Yeh & Weisz, 2001).  Subsequently, if an adult does not appropriately 
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assess the seriousness of or fails to recognize the child's psychological distress, that child 
will not receive proper treatment (Siegel, 1981; Weisz & Weiss, 1991).  
Are Some Disorders More "Referable" than Others?  
 To measure the likelihood that the presence of certain child clinical problems will 
result in a referral, Weisz and Weiss (1991) developed the referability index.  To develop 
the index, Weisz and Weiss sampled the parents of 960 American and Thai children.  
After the parents completed the Child Behavior Checklist and the comparable Thai Youth 
Checklist, the 118 items of each scale were analyzed.  Using logit analyses, a means of 
calculating probability based upon the natural log of an odds ratio, the researchers 
analyzed the ratio between the presence or absence of each of the clinical problems 
addressed in the checklists and the probability that the problems would be listed as a 
referral reason.  The logit analyses were performed for both the study's clinical sample 
and the general population, thus producing a referability index for each clinical problem.  
The higher the index, the greater the likelihood that a problem will receive a referral.   
The referability index does not measure referral rates based on upon the severity 
of the disorder but rather based upon the ratio between occurrence and likelihood of 
referral.  Given this distinction, the index may reflect the attitudes of adults towards 
particular problems, magnitude of adult concern, and/or the extent to which adults believe 
that certain problems require professional mental health intervention (Weisz and Weiss, 
1991).  Using the referability index, Weisz and Weiss (1991) found that undercontrolled 
behavioral problems received a high referability index.  However, several problems that 
loaded on the depression factor of the Child Behavior Checklist were less likely to 
receive attention, eliciting low referability indices.     
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The referability of externalizing disorders versus internalizing disorders, in light 
of the respective prevalence rates, demonstrates that perceptions and attitudes towards 
internalizing and externalizing behavior, rather than presence of psychopathology per se, 
appear to play a greater role in the referral making process (Weisz & Weiss, 1991).  
Externalizing or undercontrolled problems such as disobedience, fighting and stealing 
(Weisz & Weiss, 1991) are often perceived as more severe than internalizing or 
overcontrolled problems such as fearfulness, anxiety and somatization (Lambert et al., 
1989; Siegel, 1981; Somen, 1984; Weisz et al., 1987).  Gutkin, Singer and Brown (1980) 
reported that compared to a treatment group that received consultation, a control group of 
teachers rated acting out behavior and academic problems on the Pupil Problem Behavior 
Inventory significantly more severe than withdrawal problems. 
Teachers often perceive internalizing behavior as less serious because it does not 
overtly disrupt the classroom (Somen, 1984).  Within school settings, non-compliant, 
acting out behavior is a source of distress, as it poses a threat the teacher's control over 
the classroom (Kaplan, 1963; Swick & Howard, 1975; Todman et al., 1991; Tuettemann 
& Punch, 1992; Waldron, McLeskey, Skiba, Jancaus, & Schulmeyer, 1998).  In 
examining attitudes towards childhood problems, Somen (1984) not only found that 
teachers rated externalizing behaviors as the most serious problems, but also that these 
behaviors received such ratings because they were considered "big headaches."  
Seemingly, the disruptive nature of externalizing behavior produces elevated levels of 
stress for school personnel (Reynolds & Johnston, 1994), resulting in greater attention 
towards the acting out behavior (Somen, 1984; Todman et al., 1991).  Several studies 
have indeed demonstrated that children whose behavior challenges the teacher's distress 
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tolerance are the most likely to receive referrals (Dukes, 1999; Todman et al., 1991; 
Waldron, et al., 1998; Wetzel, 1982). 
Knowledge 
Lack of knowledge may also be a contributing factor in the patterns of referrals 
made for internalizing and externalizing disorders.  At a November 1990 conference held 
by the National Institute of Mental Health, leading scientists and experts in the field of 
child and adolescent psychology and psychiatry gathered to assess pediatric research, its 
problems, and the direction of future research (Jensen et al., 1993).  After an assessment 
of current research practices concerning child and adolescent mental heath, the 
investigators identified critical deficits in knowledge of juvenile psychopathology in 
several areas including depression and anxiety disorders among health care professionals 
(Jensen et al., 1993).  Widespread knowledge deficits have been implicated as a factor in 
the current status of underdiagnosis (Den Boer & Dunner, 1999; Heinrich, 2000; Jensen 
et al., 1993; Kutcher & Marton, 1989; Livingston, Yard, Beard & Katona, 2000; 
Rosenthal, Goldfarb, Carlson, Sagi, & Balaban, 1987; Schulberg & McClelland, 1987; 
Weisz & Weiss, 1991). 
Consequently, there is widespread agreement in the need of improved and 
increased training for health care professionals (Nichols, 1999; Oxman, Harrigan, & 
Kues, 1993; Rosenthal et al., 1987; Schulberg & McClelland, 1987; Tylee, 1999).  
Medical and post-graduate medical education is often inadequate in the provision of 
psychiatric training (Davidson & Melzer-Brody, 1999; Foreman, 2001). In a study of 
awareness of child mental heath services, Foreman (2001) found that of 176 general 
practitioners, 47% had no undergraduate training in child and adolescent mental health 
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and 93% had negligible postgraduate experience.  Moreover, not only has it been 
reported that physicians rarely use the DSM, but it is also reported that they are rarely 
even aware of DSM criteria (Badger et al., 1994; Culpepper, 2002).  Some researchers 
believe that the documented reluctance to diagnose adolescent affective disorders is due 
to poor inquiry, confusion about the disorder, and basic poor clinical practice (Kutcher & 
Marton, 1989; Schulberg & McClelland, 1987).  The problem of underdiagnosis is 
further compounded by a dismissing attitude towards internalizing disorders.  Depression 
does not often draw serious attention from medical professionals (Davidson & Meltzer-
Brody, 1999; Schulberg & McClelland, 1987).  The disorder is simply dismissed, not 
considered to be a "real illness" (Davidson & Meltzer-Brody, 1999; Wells, 1999).   
Adult Distress Threshold Model 
 The cause of the apparent neglected recognition and treatment of internalizing 
disorders, particularly in juveniles, contrasted by appropriate and possible overdiagnosis 
of externalizing disorders may be explained by the adult distress threshold model.  This 
theoretical model asserts that distress experienced by an adult will serve as the impetus 
for subsequent intervention (Weisz et al., 1987).  Governed by societal and cultural 
beliefs and expectations, attitudes towards child behavior will determine the threshold for 
distress.  Thus, the more distressing a child's behavior, the more likely the child will 
receive attention and appropriate referral (Weisz et al., 1987).  
Parental Distress  
Certainly the adult distress threshold model could be applied to explain the pattern 
of elevated numbers of referrals for externalizing behavioral problems made by teachers.  
Heightened distress resulting from interaction with children exhibiting externalizing 
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behavior is not unique to school personnel, however (Pelham et al., 1997).  In a 
compelling study, Pelham and colleagues (1999) assessed the level of distress 
experienced by adults after interaction with a child who displayed acting out behavior.  
Under the false belief that the researchers were studying the effects of alcohol on 
parent/child relationships, a sample of 60 parents were assigned to interact with a child 
who, unbeknownst to them, was a trained confederate.  Confederates were trained to 
exhibit behavior representative of attention deficit/hyperactive disorder, conduct disorder 
oppositional defiant disorder or to act normally.  After a twenty-minute interaction, 
participants were informed that a subsequent interaction with the same child would 
follow a forty-minute break.  During the break, participants were given the opportunity to 
have an alcoholic beverage and told that more drink would be provided if desired.  
During this time, researchers assessed the participants' level of distress.   
Brief interaction with disruptive, acting out behavior produced significantly 
heightened distress for the parents as measured by elevated ratings of unpleasantness, 
unsuccessfulness and ineffectiveness.  In addition, higher scores for the experimental 
group on respective subscales of the Multiple Affect Adjective Checklist demonstrated 
that the deviant confederates produced more anxiety, depression and hostility.  
Participants who interacted with the externalizing confederates consumed 30% more 
alcohol than did the control group.  Whereas past research has revealed correlations 
between parental stress and child behavior, this study is both important and unique in that 
it demonstrates a causal relationship between externalizing behavior and the subsequent 
onset of parental distress, at least in this analogue context.    
More Distress, Less Knowledge? 
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Working under the adult distress threshold model, one could postulate that child 
and adolescent internalizing disorders do not receive proper referrals because the nature 
of these disorders do not tend to cause alarm or distress for the adults who are in the 
position to make the referrals.  This model could be used to further postulate that lessened 
adult distress may result in less knowledge of internalizing disorders in comparison to 
externalizing disorders.   Lewisohn and colleagues' (1998) acknowledgement that parents 
and adults are often unable to recognize depressed adolescents appears to support this 
hypothesis. The adult distress threshold model, however, does not explicitly tie 
knowledge of child and adolescent disorders to adult distress.  Nevertheless, a critical 
step in improving the provision of health care for children and adolescents with 
internalizing disorders is to increase knowledge (Foreman, 2001; Yoder, Shute & Tryban, 
1990).   Therefore, an examination of relative knowledge of internalizing and 
externalizing disorders is important.  This study will seek to do so by examining the 
knowledge of prototypical internalizing and externalizing disorders and factors that 
predict knowledge of pediatric psychopathology. 
Prototypical Internalizing Disorders 
Depression  
The most prevalent affective disorder, depression commonly plagues adolescence 
(Harris et al., 1998; Lewinsohn et al., 1998; Sanford et al. 1995).  Once believed to be a 
strictly adult phenomenon (Harrington, 2001; Stokes, 1993), depression will affect 
approximately 20% of children and adolescents by adulthood (Davidson & Meltzer, 
1999; Lewinsohn et al., 1998; Reynolds & Johnston, 1994).  With adolescent rates 
comparable to adult estimates, the prevalence rate of depressive disorders increase 
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throughout childhood and peaking during adolescence (Cappelli et al., 1995; Kutcher & 
Marton, 1989; Lewinsohn et al., 1998; Reynolds & Johnston, 1994; Zahn-Waxler, 
Klimes-Dougan, & Slattery, 2000).  
 Depression commonly occurs comorbidly with other adolescent disorders 
(Angold & Costello, 1993; Fleming & Offord, 1990; Lewinsohn, Rohde & Seely, 1995), 
often preceding the development of co-occurring psychopathology (Alpert et al., 1999; 
Zahn-Waxler et al., 2000).  With the onset of depression, the risk of suicide attempts 
increases greatly (Lewinsohn et al., 1995; Sanford et al., 1995).  Cappelli and colleagues 
(1995) documented that of a sample of depressed adolescents, 23% were at significantly 
high risk for suicide.  Lewinsohn and colleagues (1998) report that nearly one half of 
adolescents who present with major depressive disorder will also have a lifetime 
occurrence of another disorder.  Estimates of comorbidity rates between depression and 
anxiety are most often reported between 20% and 50% (Axelson & Birmaher, 2001; 
Zahn-Waxler et al., 2000).  Some researchers, however, have reported depression/anxiety 
rates as high as 75% (Angold & Costello, 1993; Zahn-Waxler et al., 2000).  
The frequency of depression comorbidly occurring with substance abuse disorders 
is also very high (Alpert et al., 1999; Lewinsohn et al., 1995; Rao, Daley, & Hammen, 
2000), with some studies reporting a higher rate for adolescents than adults (Rao et al., 
2000).  Of the various studied combinations of comorbidly occurring disorders, comorbid 
adolescent depression and substance abuse disorders is the most detrimental (Lewinsohn 
et al, 1998).  Earlier onset and increased severity of future comorbid disorders is 
associated with this harmful combination (Rao et al., 2000).  In addition, the magnitude 
of impairment in multiple areas such as interpersonal and academic functioning is more 
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severe when substance abuse disorders comorbidly occur with depression compared to 
other comorbidly occurring disorders (Lewinsohn et al., 1998; Rao et al., 2000).   
As prepubescent children mature into adolescence, the phenomenology of 
depression begins to mirror the phenomenology of depression experienced by adults 
(Haarasilta, Marttunen, Kapiro, & Aro, 2001; Lewinsohn et al., 1998; Zahn-Waxler et al., 
2000).  Likewise, the experience of psychosocial impairment, is similar for adolescents 
and adults, both magnitude and specific areas of functioning (Kessler, Avenevoli, & 
Reis-Merikangas, 2001; King et al., 1996; Lewinsohn et al., 1998).  In an investigation of 
depression and its manifestation in over 1,500 high school students, The Oregon 
Adolescent Depression Study (Lewinsohn et al., 1998) listed 26 specific variables found 
to be associated with depression.  As the study highlighted, depressed adolescents 
experience impairment in areas such social competence, physical activity levels, 
emotional reliance, self-consciousness and self-esteem (Lewinsohn et al., 1998).  
Numerous studies have also documented the debilitating consequences of depression, 
impacting academic functioning, social support, social skills, cognitive functioning, 
coping skills, physical health (Clouse et al., 2003; Fleming & Offord, 1990; Fleming, 
Offord, & Boyle, 1995; Hammen, Rudolph, Weisz, Rao, & Burge, 1999; Kashani & 
Sherman, 1988; Ketterer et al., 2004; Kutcher & Marton, 1989; Lewinsohn et al., 1998; 
Rao et al., 2000; Sanford et al., 1995; Schonfeld et al., 1997; Shelley, 2004).    
Social Anxiety Disorder 
Social Anxiety Disorder (SAD), often referred to as social phobia, is 
characterized by a pervasive fear of social situations in which one may encounter 
negative evaluation or embarrassment (Craske, 1999; Herbert, Crittenden, & Dalrymple, 
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2004; Zahn-Waxler et al., 2000).  The third most common psychiatric disorder, SAD has 
a prevalence of 13% in the general population (Kessler et al., 1994), with an age of onset 
of 15 (Black, 1992), possibly even as early as 8 years of age (Kashdan & Herbert, 2001; 
Velting & Albano, 2001).   Among adolescents in particular, SAD has a lifetime 
prevalence of up to 9.5% (Velting & Albano, 2001; Wittchen, Stein, & Kessler, 1999). 
Persons with SAD are self-tormented by negative cognitions associated with their 
fear of the social situations.  Social anxiety disorder is associated with somatic symptoms 
such as heart palpitations, sweating, blushing, shaking, and urinary urgency (Turner, 
Beidel, Dancu, & Stanley, 1989).  Persons with SAD often choose to avoid social 
situations that elicit fear (Craske, 1999; Herbert et al., 2004).  The cognitive, 
physiological and behavioral components of social anxiety act in a reciprocal 
relationship.  Over time, the unrelenting pattern created by this relationship results in 
detrimental effects, affecting multiple areas of functioning.     
The effects of SAD can be extremely debilitating, causing impairment beginning 
in adolescence, spanning throughout early and later adulthood creating limitations in 
higher educational attainment, career advancement and unemployment (Craske, 1999). 
The development of peer relationships and social interaction instrumental in the shaping 
adaptive behaviors and skills (Hartup, 1996) may be interrupted by SAD.  Strauss, Frame 
and Forehand (1987) reported that persons with anxiety were less likely to establish 
strong relationships with their peers.  Strauss, Lahey, Frick, Frame, and Hynd (1988) later 
reported a correlation between anxiety and impairment in social functioning.  Both 
studies also found that socially anxious children were more likely to be disliked by their 
peers.  Not surprisingly, Spence, Donovan and Breechman-Toussaint (1999) found that 
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the disorder was correlated with low levels of social support.  To examine the social and 
emotional functioning of socially anxious adolescents, Ginsburg, La Greca and Silverman 
(1998) assembled a sample of children seeking treatment at a child anxiety clinic.  The 
children were administered diagnostic measures including the Friendship Questionnaire 
(Bierman & McCauley, 1987) to appraise the quality and quantity of peer relationships 
and the Social Skills Rating System (Gresham & Elliott, 1990) to evaluate social 
behavior.  The study yielded results suggesting that socially anxious children exhibit poor 
social skills, low self-esteem, poor assertiveness, negative peer interactions, low social 
acceptance and impairments in social and emotional functioning. 
Poorer academic achievement is also associated with SAD (Craske, 1999).  It is 
common that situations such as oral presentations, public classroom speaking and even 
interaction at play evoke fear and are perceived as highly threatening.  The fear of 
potential scrutiny and embarrassment often outweigh the consequences of avoidance 
within these academic settings.  The National Child Development Study, which examined 
the entire educational system of England and Whales, concluded that 8% of the children 
had significantly poor attendance (Berg, 1992).  Though numerous circumstances may 
contribute to a child's absence from school, children experiencing anxiety appear to 
account for 75% to 80% of school refusals (Bernstein & Borchardt, 1991).  Among a 
sample of school refusal children, Last and Strauss (1990) found that social anxiety was 
the second most common anxiety disorder.   Another English study, the Isle of Wright 
Study (Berg, 1992), tracked the rate of school refusal among a sample of 11-year-old 
school children.  At age 11, very few cases of school refusal accompanied by psychiatric 
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problems where reported.  However, the reports increased significantly by the follow-up 
at age 14. 
Social anxiety disorder is highly comorbid with depression, which affects 
between 16% and 70% of the adolescent SAD population (Craske, 1999; Katzelnick & 
Greist, 2001; Walker & Kjernisted, 2000; Zahn-Waxler et al., 2000).  Ironically, SAD is 
more likely to go undiagnosed when it occurs comorbidly with depression (Craske, 
1999).   Moreover, depression, once detected, tends to be treated while SAD remains 
undetected (Brady & Kendall, 1992).   Social phobia is also related to increased 
likelihood to abuse drugs and alcohol (Kashdan & Herbert, 2001).  Some reports suggest 
that over 85% of comorbid substance abuse disorders are preceded by SAD (Velting & 
Albano, 2001).  Burke and Stephens (1999) reviewed the literature concerning SAD and 
drinking by college-aged students.  The social standards and dynamics of college life 
facilitate a desire to conform and to be accepted.  Alcohol is often used to mediate desires 
to fit in through social engagement and anxiety.  Alcohol may be functionally viewed as a 
form of avoidance, allowing one to relax in otherwise anxiety provoking situations.  
According to the literature surveyed by Burke and Stephens (1999), between 16% and 
39% of the clients seeking treatment for alcohol dependence are socially anxious. 
Prototypical Externalizing Disorders 
Attention-Deficit/Hyperactivity Disorder  
 Characterized by the inability to sustain attention coupled with behavioral 
disinhibition, symptoms of Attention-Deficit/Hyperactivity Disorder (ADHD) must be 
present and developmentally deviant by age 7 (American Psychiatric Association, 1994).  
While the inattentive feature of the disorder sometimes results in labels such as 
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daydreamer and poor listener, the hyperactivity and impulsive disinhibition often lead 
parents and teachers to label ADHD children as always on the go, constantly in motion, 
talkative, and unable to resist temptation (Barkley, 1996).  
 Disagreement concerning the core features and the subtypes of ADHD has 
resulted in multiple changes and revisions of the disorder's diagnostic criteria (Barkley, 
1996; Elbert, 1995).  Initially, suspicion of neurological causes via cortical 
overstimulation and poor thalamic functioning led researchers to term the disorder 
"hyperkinetic impulse disorder" and later, "hyperactive child syndrome" (Barkley, 1996).  
By the time the disorder appeared in the DSM-II, psychoanalysis had influenced the 
diagnostic criteria such that the disorder was relabeled "hyperkinetic reaction of 
childhood," reflecting the psychoanalytic belief that psychopathology is necessarily 
reactionary (Barkley, 1996).   
 Attention Deficit Disorder (ADD) was introduced in the DSM-III when the 
diagnostic criteria were changed in order to place a greater emphasis on attention deficit 
as a core feature (American Psychiatric Association, 1980; Elbert, 1995).  Furthermore, 
by also introducing two subtypes, ADD with hyperactivity (ADD/H) and ADD without 
hyperactivity (ADD/WO), the third edition of the DSM indicated that ADD could 
without concomitant hyperactivity (American Psychiatric Association, 1980; Barkley, 
1996; Elbert, 1995).  Following this change, new DSM-III-R criteria eliminated ADD/H 
and ADD/WO (American Psychiatric Association, 1987; Elbert, 1995).   
 The current DSM-IV criteria for ADHD recognize inattention and hyperactivity 
as the two core features of the disorder (American Psychiatric Association, 1994).  The 
current criteria also recognize three subtypes of ADHD--predominantly inattentive type, 
                                                                  26
predominately hyperactive type and combined type (American Psychiatric Association, 
1994).  Although DSM-IV criteria are the most empirically derived, debate continues 
concerning issues such as validity of subtypes, age of onset, possible criterion differences 
based on gender, and situational variability (Barkley, 1996; Elbert, 1995).    
 Moderate epidemiological studies report between 1.5% and 6% of school aged 
children meet criteria for ADHD (Barkley, 1996; Cuffe et al., 2001; LeFever et al., 1999).  
Earlier studies citing prevalence rates have received widespread criticism and accusations 
of numbers inflation (LaFever et al., 1999; Millar, 1993; Ouelette, 1991; Schatz, 
Ballantyne, & Trauner, 2001).  Reporting general population rates upwards of 20%, these 
studies commonly utilized overly generous criteria to diagnose subjects and elevated 
cutoff scores on parent and teacher rating scales (Barkley, 1996).  DSM-IV criteria 
stipulate that impairment must transcend two or more settings such as school and home 
(American Psychiatric Association, 1994).  Thus, for school aged children, agreement 
between multiple reporters (e.g., parents, teachers and physicians) upon the presence 
criteria provides the most accurate picture.  Some earlier studies, however did not obtain 
agreement from multiple sources (Barkley, 1996). 
 ADHD often exists comorbidly (Elbert, 1995; Rubia, 2001; Souza, Serra, Mattos, 
& Franco, 2001).  Most commonly, conduct problems, aggression, and antisocial 
behavior co-occur with ADHD (Cuffe et al., 2001; Jensen & Members, 2002; Souza et 
al., 2001), affecting 50%-70% (Barkley, 1996; Elbert, 1995).  A Brazilian study of 
ADHD diagnosed teenagers found comorbidity rates with oppositional-defiant disorder 
and conduct disorder of 20.6% and 39.2%, respectively (Souza et al., 2001).  Learning 
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disorders also commonly occur comorbidly with ADHD (Decker, McIntosh, Kelly, 
Nicholls, & Dean, 2001; Elbert, 1995).  
 ADHD children and adolescents experience significant impairment, perhaps most 
profoundly in interpersonal and academic functioning (DeShazo, Lyman, & Klinger, 
2002; Greene et al., 2001; Nixon, 2001).   Poor social skill development often exasperates 
interpersonal difficulty (Gentschel & McLaughlin, 2000).  The interpersonal problems 
experienced by ADHD children may lead to the development of undesirable reputations 
that follow throughout their academic career (Landau, Milich, & Diener, 1998).  Often 
labeled as annoying, intrusive, difficult, and immature, ADHD children tend to be less 
popular and face frequent peer rejection (Bagwell, Molina, Pelham, & Hoza, 2001; 
Landau et al., 1998; Nixon, 2001; Wender, 1995).  Likewise, they tend to cultivate fewer 
friendships than would normally be expected and experience more frequent social 
conflict (Bagwell et al., 2001; Gentschel & McLaughlin, 2000; Landau et al., 1998).   
 ADHD students also experience significant difficulties in academic functioning 
(Habboushe et al., 2001; McCormick, 2003).  Not only do ADHD students perform 
poorly, but they are also at a higher risk of dropping out compared to other students 
(Carlson, Booth, Shin, & Canu, 2002).  Poor academic performance, however, is not 
necessarily indicative of deficits in intellectual ability, but is more likely a reflection of 
severe behavioral symptomatology (Deshazo et al., 2002).         
Oppositional Defiant Disorder 
 Originally called Oppositional Disorder, the disorder now known as Oppositional 
Defiant Disorder (ODD) first appeared in the DSM-III (American Psychiatric 
Association, 1980).  Often considered a milder form of conduct disorder, ODD 
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categorizes a set of aggressive, disobedient and negativistic behavioral problems towards 
authority figures that are both disruptive and deviant given developmental norms 
(Hinshaw & Anderson, 1996; Loeber, Burke, Lahey, Winters, & Zera, 2000).  Since its 
initial introduction, the definition of ODD has undergone changes and modifications with 
each publication of the DSM (Volkmar & Schwab-Stone, 1996).  Under current criteria, 
four of eight symptoms reflecting hostile, defiant, negativistic and irritable behaviors 
must be met and the symptoms must endure for at least 6 months (American Psychiatric 
Association, 1994).  Once a diagnosis is made, disruptive behavioral disorders 
demonstrate a high degree of stability, persisting in up to 88% of children several years 
after the initial diagnosis (Lahey et al., 1995, Loeber et al., 2000; Offord et al, 1992).  In 
addition, though ODD is more common in boys than girls over the age of 6, once a 
diagnosis is made, the disorder is equally persistent, despite gender differences (Loeber et 
al., 2000; Verhulst & van der Ende, 1991).  
 Although researchers have questioned the accuracy of prevalence rates for the 
disorder, most estimates report that the disorder occurs in approximately 3% of the 
population (Angold & Costello, 1996).  Questions concerning the accuracy of prevalence 
rates reported for ODD are underscored by several factors (Hinshaw & Anderson, 1996).  
In addition to the neglected epidemiological study of the disorder, the accuracy of 
reported rates is further underscored by the multiple changes in definition.  With each 
change in definition of the disorder, the reported prevalence rates have shown significant 
change (Hinshaw & Anderson, 1996).  Between the publication of the DSM-III and the 
DSM-III-R, the estimated prevalence of ODD decreased by 25% (Loeber et al., 2000).  
Moreover, because most estimates of prevalence are relative only to limited geographical 
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areas or foreign nations, the epidemiological data are not reflective of a nation-wide 
representation (Hinshaw & Anderson, 1996).   These factors that must be considered 
when referring to prevalence rates amount to data that are inconsistent and inconclusive 
(Hinsaw & Anderson, 1996; Loeber et al., 2000).   
 For a small portion of children and adolescents diagnosed with ODD, the disorder 
develops into conduct disorder (Hinshaw & Anderson, 1996; Loeber et al., 2000).  It 
appears that the best predictor of a subsequent conduct disorder is age of onset and 
severity of symptoms relative to ODD (Loeber et al., 2000).  Early onset and greater 
symptom severity are highly correlated with the development of CD.  Specifically, it 
appears that the best predictors of subsequent CD diagnoses are delinquency, weapons 
use, and cruelty to others (Loeber et al., 2002).  While CD is associated with an array of 
comorbid disorders including substance abuse, depression and ADHD, few studies have 
provided data on disorders that specifically occur comorbidly with ODD (Loeber et al., 
2000).   Most studies combine ODD and CD and report comorbidly rates for only the 
latter disorder.  Angold and Costello (1996), however, did report that ODD was 
associated with ADHD, anxiety and depression in a community sample. 
 The covert, disruptive behaviors that characterize ODD often result in poor 
academic performance.  Children with ODD are at a higher risk for academic 
underachievement and are more likely to repeat grade levels (Hinsaw & Anderson, 1996).   
Furthermore, the defiant and aggressive behaviors frequently lead to suspension and 
expulsion from school (Hinsaw & Anderson, 1996.  Children with ODD are also placed 
at risk for future impairment in several areas of functioning.  Though the disorder 
eventually remits in most children, for a substantial portion of ODD children, the disorder 
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will develop into CD and perhaps antisocial personality disorder (Lavigne et al., 2001).  
Both CD and antisocial personality disorder (APD) are associated with not only poor 
academic and occupational performance, but also criminal behavior.  Considered by 
many to be a precursor of CD and APD, ODD sets a course of functional impairment that 
will carry well into adulthood for a minority of children (Offord & Bennett, 1994).      
Rationale and Purpose of Dissertation 
Despite the large number of adolescents suffering from internalizing disorders, 
only a small portion receive referrals to mental health professionals (Angold & Costello, 
2001; Capelli et al., 1995; Lurie, 1974; Zimmerman & Mattia, 1999). Schulberg and 
McClelland (1987) speculated that high rates of underdiagnosis might be the result of a 
combination of factors, including lack of knowledge.  Although underrecognition of 
internalizing disorders is well documented, the exact role of knowledge in the accuracy of 
diagnosis is unclear (Schulberg & McClelland, 1987).  Furthermore, it is also unclear 
whether the rate of underdiagnosis is in part due to poor knowledge of specific disorders 
or whether underdiagnosis rates are more reflective of a widespread deficiency in 
knowledge of internalizing disorders.  The distinction between the widespread 
underdiagnosis of internalizing disorders, contrasted by the sharp increase in diagnosis 
and treatment of externalizing disorders, appears to support the latter.  The latter 
hypothesis appears to be further supported by the adult distress threshold model.  The 
theoretical model asserts that the more distressing a child's behavior, the more likely the 
child is to receive adult attention.  Secondary to its potential negative implications, the 
attention a child's psychopathology receives is determined by the threshold for distress of 
the adults who interact with the child.  According to the adult distress threshold model, it 
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would then seem likely that adults would be less informed of childhood disorders that 
they find less distressing.   
Herbert and colleagues (2004) examined the knowledge of school personnel 
regarding SAD and ADHD.  Although relatively common and severely debilitating when 
untreated, SAD is grossly underdiagnosed in pediatric populations (Kashdan & Herbert, 
2001).  In comparison, ADHD, a much less prevalent disorder, has been diagnosed at 
such a high frequency in recent years that some are concerned about possible 
overdiagnosis of the disorder (Diller, 2000).  Herbert et al. (2004) hypothesized that the 
diagnosis patterns of the two disorders was a possible indication of a discrepancy in 
knowledge of SAD relative to ADHD.  
To assess knowledge of SAD and ADHD, Herbert and colleagues (2004) 
administered the Knowledge of Social Anxiety Disorder Scale (KSADS) and the 
Knowledge of Attention-Deficit/Hyperactivity Disorder Scale (KADDS) (Sciutto, 
Terjesen, & Bender-Frank, 2002) to teachers, school counselors and school 
psychologists.  The KADDS is a 36-item questionnaire that presents statements about 
ADHD in a true, false and do not know format.  Modeled after the KADDS, the KSADS 
is a fact-based, 36-item questionnaire that presents statements concerning SAD in the 
same format.  In addition to producing a total score that indicates overall knowledge of 
the respective disorders, the KSADS and KADDS also assess knowledge in three specific 
domains: treatment, symptoms and diagnosis, and general information regarding the 
respective disorders.  Following completion of both the KSADS and KADDS, 
participants rated their confidence in ability to recognize SAD and ADHD.  Each of the 
three groups scored significantly lower on the KSADS relative to the KADDS.  Not only 
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were the total scores on the KSADS significantly lower than the total scores on the 
KADDS, but the participants also scored significantly lower in each of the three domains 
measured by the KSADS relative to the KADDS.   Likewise, confidence in self-ability to 
recognize SAD was rated significantly lower relative to confidence in ability to recognize 
ADHD.   
This study (Herbert et al., 2004) demonstrated that school professionals displayed 
a poor ability to recognize an internalizing disorder compared to an externalizing 
disorder.  It is unclear, however, whether the observed effects are specific to SAD and 
ADHD, or whether they are due to a more general distinction between knowledge of 
internalizing disorders relative to externalizing disorders.  The Herbert and colleagues 
study (2004) was the first known empirical examination of knowledge of an internalizing 
disorder relative to an externalizing disorder.  Despite the referral patterns of childhood 
disorders, speculations concerning the role of knowledge, and calls for improved 
adolescent mental health care, no known study has extended beyond this, further 
examining the knowledge that professionals possess regarding these disorders.   
Some researchers have identified knowledge as a possible contributing factor to 
the poor state of child and adolescent mental health service, yet little empirical research 
has focused on this factor (Yoder et al., 1990). While increased public knowledge is 
known to be related to increased mental health care utilization, preventative and 
educational programs implemented within various community settings are most often 
constructed solely based upon the knowledge of mental health professionals rather than 
community members (Yoder et al., 1990). The current study sought to address state of 
adolescent mental health care, particularly as it relates to the underdiagnosis and 
                                                                  33
undertreatment depression and SAD, by assessing knowledge regarding internalizing 
disorders and externalizing disorders.  In doing so, the current study specifically assessed 
the knowledge of the community members who most frequently interact with children 
and adolescents, school personnel.   
Playing a critical role in the referral process, school personnel often initiate and 
are very influential in the referral process (Lurie, 1974; Somen, 1984).  Furthermore, 
mental health is of great importance and a major source of concern for academic 
personnel (Somen, 1984).  Subsequently, a considerable portion of referrals made to 
mental health services come from school personnel (Lurie, 1974).  Because schools are 
such a valuable resource in the dissemination of mental health care, some have proposed 
a reconstruction of personnel training to integrate mental health education into the school 
administrative system (Kerr, 1985).  Recognizing the instrumental role that school 
personnel play in the provision of mental heath care, researchers have also identified 
faculty as a viable resource in the early detection pediatric psychopathology and 
instrumental in managing psychopathologic behavior (Grob, Klein, & Eisen, 1983; Peach 
& Reddick, 1991; Ryerson, 1990).  The role of school personnel in the referral process 
necessitates an examination of their knowledge of adolescent psychopathology (Somen, 
1984). 
The current study also assessed the knowledge of parents. Like school personnel, 
parents also play an instrumental role in the referral process.  Researchers have identified 
parental influence as key factor in many referrals (Bailey & Garralda, 1989; Gath, 1968; 
Yeh & Weisz, 2001).  Wu and colleagues (2001) studied factors associated with mental 
health care utilization for children and adolescents with depression.  The researchers not 
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only found that parental perception of need for professional services was associated with 
the children's utilization of mental health services, but also that the perception of need fell 
along internalizing/externalizing lines.  Parental perception of need for mental health 
services was greater for disruptive disorders than for depression.  Asserting that 
education of pediatric psychopathology is greatly needed, Wu and colleagues (2001) 
implicated a lack of knowledge concerning the pediatric depression as a factor that 
attributed to the study's effect.   
As the referral process often fails to provide treatment to children with 
internalizing disorders, many researchers have called for an examination of the factors 
that contribute to the severe underdiagnosis and undertreatment of these pediatric 
psychological disorders (Bergman, Corbin, & Haber, 1982; Jensen et al., 1993; Wu et al., 
1999; Wu et al., 2001).  In order to fully address the underprovision of mental health 
services, knowledge must be assessed (Forman, 2001; Yoder et al., 1990).  The current 
study sought to do so by assessing the knowledge of school personnel and parents 
regarding internalizing disorders relative to externalizing disorders.   
     Research Questions  
1. Do school personnel as a group (teachers, school counselors and school 
psychologists) demonstrate an overall difference in knowledge of internalizing disorders 
relative to knowledge of externalizing disorders? 
2. Do parents of children and adolescents demonstrate a difference in knowledge of 
internalizing disorders relative to knowledge of externalizing disorders? 
3. Does a difference exist between school personnel and parents in knowledge of 
internalizing disorders relative to externalizing disorders? 
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4. Does a difference exist between school personnel and parents in knowledge of 
ADHD, SAD, depression and ODD?  
5. Does a difference exist between the specific disciplines of school personnel (i.e., 
teachers, school counselors and school psychologists) in knowledge of internalizing 
disorders relative to externalizing disorders? 
6. Among school professionals as a group, do differences exist in knowledge of domains 
(i.e., domains of symptom/diagnosis, treatment and general information) relative to 
internalizing and externalizing disorders?  
7.  Are school professional's knowledge of ADHD, SAD, depression and ODD and self-
confidence in ability to recognize the disorders predictors of referrals made to mental 
health services for each respective disorder? 
8. Is confidence related to knowledge?   
9. Do teachers, school counselors and school psychologists differ in their confidence 
ratings? 
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Chapter 2: Method 
Participants 
     A power analysis performed based on the principal hypothesis requiring the 
most power (research question 4) revealed that data must be collected from a total of 130 
participants (65 parents and 65 school personnel) to obtain adequate power.  One hundred 
and thirty-seven volunteers from the metropolitan Philadelphia, New York, Washington 
D.C., Detroit, Cincinnati, Kansas City, Milwaukee, and Miami areas participated in the 
study.  The sample (38 males, 98 females and 1 gender unknown) consisted of 33 parents 
of middle or high school aged children, 33 certified teachers, 36 certified school 
counselors and 35 licensed school psychologists. All participants were over age 18 and 
volunteers were recruited to represent a mixed sample in terms of gender, ethnicity and 
socioeconomic status.  School personnel were excluded from the study if their 
educational institution had in any way participated in educational outreach programs 
offered by Drexel University's Social Anxiety Program.  Likewise, parents were also 
excluded from the study if their child was enrolled at an educational institution that had 
participated in this same outreach program.  
Among the parents, 33% held a bachelor’s degree, 21% a master’s degree, 9% a 
doctorate, 6% no degree, 3% a combination of degrees and 27% indicated either “other” 
or no response.  Thirty-nine percent of the parents sampled indicated that their child or 
children were enrolled in middle school, 36% indicated high school enrollment and 24% 
indicated either “other” or “combination.”  Additionally, the majority of parents sampled 
had a child or children enrolled in private schools (33%), followed by public schools 
(24%), parochial schools (21%), magnet schools (6%), charter schools (6%), vocational 
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schools (3%) and a combination of educational settings (3%).  Three percent of the 
parents did not respond to this item.   
 Among the school personnel, 15% held a bachelor’s degree, 53% a master’s 
degree, 17% a doctorate, 3% held a combination of degrees and 12% indicated “other.”  
Thirty-nine percent of the school personnel sampled reported employment in high 
schools, 28% reported employment in middle schools and 17% reported employment 
both in middle and high schools.  Fifteen percent marked “other” educational setting.  
The majority (74%) was employed in public schools, followed by employment in private 
schools (9%), parochial schools (7%), a combination of schools (3%), other educational 
setting (3%), charter schools (2%), and vocational schools (1%).  The average reported 
years of experience in the respective fields were 16.41 (SD = 10.48).   
Instruments 
 Demographic Information  
 All participants were asked to identify demographic information including age, 
gender, and highest degree obtained (see Appendix A and Appendix B).  All participants 
were also asked to describe their prior experience with SAD, ADHD, depression and 
ODD, and to rate their confidence in their ability to recognize each disorder.  School 
personnel were asked to indicate the number of referrals that they have made to 
counseling and/or psychological services for each of the four disorders.   
Knowledge of Attention Deficit Disorder Scale 
 Designed by Sciutto and colleagues (2000), the Knowledge of Attention Deficit 
Disorders Scale (KADDS) is a 36-item rating scale (see Appendix C).  Each item is 
designed to assess knowledge of ADHD in one of three domains.  Items relate either to 
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general information, symptom/diagnosis or treatment of ADHD.  Presented in true (T), 
false (F) or don’t know (DK) format, this instrument allows for differentiation of 
respondent misperceptions from what respondents simply do not know. 
Knowledge of Social Anxiety Disorder Scale 
 The Knowledge of Social Anxiety Disorder Scale (KSADS) was designed by 
Herbert and colleagues (2004) to assess knowledge of social anxiety disorder SAD (see 
Appendix D).  The KSADS was modeled after the KADDS.  Like the KADDS, the 
KSADS is a 36-item rating scale with each item measuring knowledge in the domains of 
general information, symptom/diagnosis or treatment of SAD. Likewise, the items are 
arranged in true (T), false (F) or don’t know (DK) format.  The statements utilized in the 
KSADS were chosen to parallel those of the KADDS.  Statements on the KSADS are 
phrased as similarly as possible to the corresponding statements on the KADDS.  
Original statements were added only when the corresponding KADDS item had no 
relevance to the topic of SAD.  Original items, however, assess knowledge in the same 
domain as the corresponding item on the KADDS.  Since its first development, two items 
of the KSADS have been modified.  The two items were modified to better reflect 
current, empirically established knowledge of SAD. 
Knowledge of Depression Scale 
The Knowledge of Depression Scale (KDS) was developed in the same fashion as 
the KSADS.  The KDS is presented 36 items in a true (T), false (F) and don't know (DK) 
format (see Appendix E).  Each of the items on the scales is worded as closely as possible 
to the corresponding items on the KADDS.  Original items were added only when 
necessary to make the statement relevant to the respective disorder.  Like the KSADS, the 
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items on the KDS assess knowledge in the domains three of general information, 
symptom/diagnosis and treatment. 
Knowledge of Oppositional Defiant Disorder Scale 
To assess knowledge of ODD, the Knowledge of Oppositional Defiant Disorder 
Scale (KODDS) was created (see Appendix F).  Like the KDS, the KODDS was 
developed in the same fashion as the KSADS.  All items are presented in true (T), false 
(F) and don't know (DK) format.  Each of the 36 items on the questionnaire targets one of 
the three domains of general information, symptom/diagnosis and treatment.  Although 
the DSM-IV distinguishes ODD from conduct disorder, researchers often view ODD as a 
less serious dimension of conduct disorder.  Because ODD is often viewed 
dimensionally, empirical research regarding the disorder most often combines ODD, 
conduct disorder and disruptive/aggressive behavioral problems as the focus of study.  
Therefore, several items on the KODDS were phrased to not only reflect knowledge 
specific to ODD, but also to reflect knowledge of disruptive and aggressive behavioral 
problems more generally.  Items regarding conduct disorder, however, were not included.   
The KSADS, KDS and KODDS are fact-based questionnaires.  The items of each 
questionnaire were derived from empirical research.   An addendum to each respective 
questionnaire is available that offers empirical justification to each item (see Appendices 
G, H, and I).   
Procedure 
 Following IRB approval, the principals of randomly selected schools located in 
the Delaware Valley were contacted and asked for permission to collect data from school 
personnel employed in the respective schools.  Upon receiving permission from the 
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principal and/or school board, questionnaire packets were administered in person or 
distributed in the school personnel's mailboxes located at the school.  School personnel 
were also recruited via the Internet.  Potential volunteers were found through educational 
board web sites, school web pages, local and state professional association sites, etc.  
Potential participants were contacted by email and questionnaire packets were mailed 
along with a stamped return envelope to those who expressed interest in the study.   
A representative sample of parents was recruited from various sources including 
community centers, churches, open-houses, etc.  Permission to collect parent data was 
also granted from a suburban Detroit high school.  As part of a class exercise in research 
methodology, students from the eleventh and twelfth grade psychology class voluntarily 
distributed packets to interested parents.  Again, participants completed the questionnaire 
packets either in the presence of the researcher or the questionnaires were mailed and 
returned using the provided stamped envelope.   
Each participant received a packet containing a cover letter explaining the study 
and that participation was completely voluntary.  The cover letter then instructed the 
participant to review and complete the consent form explaining the purposes of the 
research, the demographics sheet, the KADDS, KSADS, KDS and KODDS.  Each 
consent form, demographic sheet and questionnaire was coded and subject names did not 
appear on the data.  A brief note thanking the volunteer for participation was also 
included.  On this sheet, participants were invited to provide feedback or commentary.  
Also, volunteers were asked to provide a mailing address if they were interested in 
receiving a debriefing form indicating the correct answers to each questionnaire and/or if 
they were interested in being entered in a lottery to win $100 as an incentive. After all 
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materials were collected, one research participant was randomly selected and awarded the 
lottery money in the form of a money order.   
Research Questions and Predictions 
Analyses were performed to address each of the research questions as follows: 
Question 1: Do school personnel as a group (teachers, school counselors and school  
psychologists) demonstrate an overall difference in knowledge of internalizing disorders  
relative to knowledge of externalizing disorders?  
Prediction: School personnel will demonstrate significantly greater knowledge of 
externalizing disorders relative to internalizing disorders. 
Test: T-test comparing the means of combined total scores obtained on the two 
internalizing questionnaires (KSADS and KDS) compared against the mean of the two 
externalizing questionnaires (KADDS and KODDS). 
 
Question 2: Do parents of children and adolescents demonstrate a difference in  
knowledge of internalizing disorders relative to knowledge of externalizing disorders?  
Prediction: Parents will demonstrate a greater significantly greater knowledge of 
externalizing disorders relative to internalizing disorders. 
Test: T-test comparing the means of combined total scores obtained on the two 
internalizing questionnaires (KSADS and KDS) compared against the mean of the two 
externalizing questionnaires (KADDS and KODDS). 
 
Question 3: Does a difference exist between school personnel and parents in knowledge  
of internalizing disorders relative to externalizing disorders?  
                                                                  42
Prediction: School personnel will demonstrate significantly greater knowledge than 
parents of all disorders.  An interaction between group and disorder is predicted in that 
school personnel will demonstrate a greater discrepancy between knowledge of 
internalizing disorders versus externalizing disorders relative to parents. 
Test: 2 X 2 ANOVA (group by type of disorder) to examine the difference between 
school personnel and parents in their mean scores obtained on the two internalizing 
disorder questionnaires (KSADS and KDS) relative to the two externalizing disorder 
questionnaires (KADDS and KODDS). 
 
Question 4: Does a difference exist between school personnel and parents in knowledge  
of ADHD, SAD, depression, and ODD ? 
Prediction: In all cases, school personnel will demonstrate significantly greater 
knowledge than parents.  An interaction between group and disorder is predicted such 
that school personnel will demonstrate a greater discrepancy than parents between 
knowledge between the two specific internalizing disorders and the two specific 
externalizing disorders  
Test: 2 X 4 ANOVA (group by specific disorder) to examine the differences between 
school personnel and parents in their mean scores obtained on each of the four 
questionnaires. 
 
Question 5: Does a difference exist between the specific disciplines of school personnel  
(i.e., between teachers, school counselors and school psychologists) in knowledge of  
internalizing disorders relative to externalizing disorders?  
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Prediction: A significant main effect will occur for group in that school psychologists 
will demonstrate the greatest knowledge, followed by counselors and lastly teachers.  A 
significant main effect will also occur for disorder, with all groups demonstrating 
significantly greater knowledge of externalizing disorders.  An interaction is predicted 
such that a greater difference between knowledge of disorders will occur for teachers. 
Test: 3 X 2 ANOVA (discipline by type of disorder) to examine the differences within 
the sample of school personnel based on discipline in total scores achieved on the 
internalizing disorder questionnaires (KSADS and KDS) relative to the externalizing 
disorder questionnaires (KADDS and KODDS). 
 
Question 6:  Among school professionals as a group, do differences exist in knowledge  
of domains (i.e., symptom/diagnosis, treatment and general information) relative to 
internalizing and externalizing disorders?  
Prediction: School professionals will demonstrate overall greater knowledge of the 
externalizing disorder domains relative to the internalizing disorder domains.   
Test: 3 X 4 ANOVA (domain by disorder) to examine differences in mean scores 
obtained for each of the three domains relative to internalizing and externalizing 
disorders. 
 
Question 7:  Are school professional's knowledge of ADHD, SAD, depression and ODD 
and self-confidence in ability to recognize the disorders predictors of referrals made to 
mental health services for each respective disorder?   
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Prediction:  Both knowledge and confidence will be predictors of referrals, with 
knowledge being a better predictor. 
Test:  4 separate multiple regressions (one for each disorder) combined across the 3 
professional groups to analyze knowledge and confidence as predictors of referrals. 
 
Question 8:  Across participant groups, is confidence in participants’ knowledge about 
childhood psychopathology related to actual knowledge?   
Prediction: Confidence will be moderately associated with knowledge. 
Test:  Four separate Pearson’s correlations (one for each disorder) assessing the 
relationship between confidence ratings and knowledge. 
 
Question 9: Do teachers, school counselors and school psychologists differ in their 
confidence ratings?   
Prediction:  A significant main effect will occur for discipline in that counselors will rate 
their confidence the highest, followed by school psychologists and lastly teachers.  
Test:  3 X 4 ANOVA (discipline x disorder) to assess differences in mean confidence 
rating relative to each disorder among the school professionals. 
 
In addition to assessing the scores achieved on the questionnaires based upon the overall 
number of correct answers, the combined number of “don't know” responses for all four 
questionnaires were totaled and compared to the combined number of incorrect responses 
so that the percentage of incorrect responses could be compared to items that participants 
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simply did not know.  Finally, Cronbach's Alpha was performed on each of the four 
questionnaires to examine internal consistency. 
Results 
Preliminary Analyses 
Measures were taken in the design of the study to help ensure that the 
assumptions of randomness and independence were met.  For example, participants who 
were recruited through professional organizations were randomly selected from the 
respective organization's directory or mailing list.  Schools identified as potential 
recruitment sites were randomly chosen from listings of area schools.  To ensure 
independence, all participants were instructed not to consult outside resources including 
reference materials.  Furthermore, participants were instructed to complete all 
questionnaire materials independently, without collaboration with fellow colleagues.  To 
achieve a balance of Type I and Type II error, two aspects of data analytic strategy were 
considered.  The first consideration was the performance of planned comparisons versus 
the performance of an omnibus test followed by post hoc analyses of all possible effects.  
The number of analyses was limited to those directly assessing the study's hypotheses.  
Second, the alpha level was adjusted to p< .01 for all analyses.    
Knowledge of Internalizing Disorders vs. Externalizing Disorders 
A paired samples t-test was performed to assess the knowledge of school 
personnel, as a group, regarding internalizing disorders relative to externalizing disorders.  
As predicted, the results indicated that school personnel achieved significantly greater 
total scores on the externalizing disorder questionnaires (M = 39.64, SD = 13.86) relative 
to the internalizing disorder questionnaires (M = 37.42, SD = 14.84), t (103) = 3.30, p < 
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.001).  A paired samples t-test was also performed to compare the means of the combined 
total scores obtained by parents on the externalizing disorder questionnaires to the 
combined total scores obtained on the internalizing disorder questionnaires.  Parents did 
not demonstrate significantly greater knowledge of externalizing disorders (M = 27.55, 
SD = 14.47) relative to internalizing disorders (M = 27.12, SD = 16.15), t (32) = .24, p = 
.815. 
To examine differences between parents and school personnel regarding 
knowledge of externalizing disorders relative to internalizing disorders, a 2 X 2 (group by 
disorder type) ANOVA was performed.  The main effect of group reached significance F 
(1, 270) = 29.51, p < .0001, indicating that school personnel achieved significantly higher 
mean scores than did parents.  However, there was no significant difference between 
knowledge of externalizing disorders relative to internalizing disorders, as the main effect 
of disorder type, F (1, 270) = .41, p = .522, was not significant.  The interaction also did 
not reach significance, F (1, 270) = .19, p = .663.   
 Differences in knowledge of externalizing disorders compared to internalizing 
disorders were also assessed relative to the specific sub-groups of school personnel 
(teachers, school counselors and school psychologists).  The participants as a whole did 
not demonstrate significantly greater knowledge of one disorder type over the other as the 
3 X 2 (sub-group by disorder type) ANOVA yielded a non-significant main effect for 
disorder type, F (1, 202) = 2.40, p = .123.  The analysis did show, however, that the 
effect of sub-group was significant, F (2,202) = 93.38, p < .0001.  The interaction was 
not significant, F (2,202) = .11, p = .895.  Tukey’s HSD post hoc tests revealed that all 
three groups differed significantly (p < .001) from each other in their knowledge of 
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disorders, with school psychologists demonstrating the greatest knowledge (M = 50.51, 
SD = 6.97), followed by school counselors (M = 38.36, SD = 9.51) and then teachers (M 
= 26.02, SD = 13.30).   
Knowledge of ADHD, SAD, ODD and Depression Among Parents and School Personnel 
Differences in mean scores obtained by parents and school personnel on each of 
the four questionnaires were analyzed via a 2 X 4 (group by questionnaire) ANOVA (see 
Table 1).  The percentage of correct, incorrect, and “don’t know” responses made by the 
entire sample are presented in Table 1.    The analysis yielded a significant main effect 
for group, F (1, 540) = 49.18, p < .0001, indicating that school personnel achieved 
significantly higher scores (M = 19.27, SD = 8.30) than did parents (M = 13.67, SD = 
8.96).  The analysis also yielded a significant main effect for disorder, F (3, 540) = 15.30, 
p < .0001.  The interaction effect was not significant, F (3, 540) = .61, p = .610.  Tukey’s 
HSD post hoc tests on the disorder main effect revealed that the participants’ knowledge 
of ADHD (M = 21.91, SD = 7.71) was significantly greater than their knowledge of 
depression (M = 19.32, SD = 7.64, p = .037), ODD (M = 15.35, SD = 9.08, p < .001) and 
SAD (M = 15.09, SD = 8.80, p < .001).  Additionally, the post hoc tests revealed that the 
group’s knowledge of depression was significantly greater than their knowledge of ODD 
and SAD.  The group did not demonstrate a significant difference between knowledge of 
ODD relative to SAD.   
Knowledge of Disorder Domains Among School Personnel 
 Each questionnaire contains items targeting one of three subscales (general 
information, symptom/diagnosis, treatment).  A 3 X 2 (subscale by disorder type) 
ANOVA analyzed the sample of school personnel regarding differences in knowledge of 
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these subscales relative to internalizing disorders and externalizing disorders (see Table 
2).  The main effect for disorder type, F (1,816) = 3.50, p = .062, and the interaction, F 
(2,816) = 28.82, p = .087, trend toward significance.  A significant main effect was found 
for subscale, F (2,816) = 54.07, p < .0001.  Tukey’s HSD post hoc analyses showed that 
the participants demonstrated significantly greater knowledge of the general information 
domain (M = 14.88, SD = 6.76) over both the symptom/diagnosis (M = 10.92, SD = 4.26, 
p < .001) and treatment domains (M = 10.92, SD = 5.69, p < .001); the latter two domains 
did not significantly differ from one another (p = .744).   
Self-Confidence Ratings 
Participants were asked to rate their self-confidence in their ability to recognize 
each of the four disorders (see Table 3).  The relationship between reported self-
confidence ratings and the mean total scores achieved on each of the four questionnaires 
were assessed for parents and each sub-group of school personnel (see Table 4). Among 
parents, teachers and school counselors, self-confidence ratings significantly correlated 
with mean total scores achieved on the KSADS.  Though the correlation did not quite 
reach significance, school psychologists’ self-confidence ratings likewise demonstrated a 
trend toward a positive correlation with scores on the KSADS, r (35) = .33, p = .054.  
Self-confidence ratings made by both teachers, r (33) = .45, p = .009, and school 
counselors, r (36) = .53, p < .001, significantly correlated with mean scores achieved on 
the KODDS.  Regarding depression, only self-confidence ratings reported by parents 
correlated with KDS mean scores, r (33) = .35, p = .046.   
A 3 X 4 (subgroup by disorder) ANOVA was performed to examine differences 
between subgroups of school personnel in self-confidence ratings for each of the four 
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disorders.  The ANOVA yielded significant main effects for both subgroup, F (2,404) = 
47.63, p < .0001, and disorder, F (3,404) = 22.25, p < .0001.  The interaction was not 
significant, F (6,404) = 1.82, p = .093.  Post hoc tests revealed that the participants as a 
whole were most confident in their ability to recognize ADHD (M = 5.10, SD = 1.23).  
Additionally, their confidence with ADHD was significantly greater than that for 
depression, SAD, and ODD.  Participants rated their confidence in recognizing 
depression second (M = 4.62, SD = 1.43), significantly greater than SAD and ODD.  The 
difference between ratings for ODD and SAD was not significant.  Tukey’s HSD post 
hoc analyses also revealed school psychologists as the most confident group whose 
confidence ratings (M = 5.26, SD = 1.12) significantly differed from both school 
counselors (p < .001) and teachers (p < .001).  School counselors (M = 4.04, SD = 1.65) 
followed, reporting confidence ratings significantly greater (p = .48) than teachers (M = 
3.62, SD = 1.86).   
School personnel were asked to indicate the number of referrals that they had 
made to mental health services for each respective disorder to assess self-confidence and 
knowledge as predictors of referrals.  Four separate stepwise regressions were originally 
proposed to analyze the data.  Once the data were collected, however, it became evident 
that this analysis would not be possible for several reasons.  First, the demographics form 
was not clear regarding a time frame in which referrals were made.  Some participants 
reported estimates over the span of their careers as others reported estimates over the 
course of limited time frames (i.e., the last year, current semester, etc.).  Secondly, there 
appeared to be widespread confusion regarding the definition of “referral.”  Many 
participants provided feedback throughout various sections of the questionnaire packet.  
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However, the referral question generated the greatest amount of commentary and was the 
only item for which respondents indicated confusion in the form of notes and questions 
written to the side.  Furthermore, many participants simply wrote a question mark and left 
the item blank.  Based on the commentary, some participants interpreted verbal 
recommendations made to parents or other school personnel as referrals.  Other 
participants only reported estimates of the number of appointments to mental health 
services that they had directly facilitated.  Lastly, one volunteer reported that she was 
unable to respond because “in my county I am not able to make referrals.”  Due to 
measures taken to ensure confidentiality, it was not possible to identify the participants’ 
counties of employment and related laws.  Furthermore, the participants’ 
conceptualizations of referral remain unclear.  Based on these concerns about the validity 
of these data, the proposed regression analyses were not conducted. 
Content Validity 
 The internal consistency of the KADDS, KSADS, KDS, and KODDS were 
estimated by computing the Cronbach’s alpha coefficient for the 36 items contained in 
each instrument.  Reliability analyses of the questionnaires produced Cronbach’s alpha 
coefficients that suggest an acceptable level of internal consistency for each of the four 
questionnaires.  Of the four questionnaires, the KSADS demonstrated the highest level of 
internal consistency reliability with an alpha of .93.  Analyses of the KODDS, KADDS, 
and KDS produced alpha coefficients of .93, .91, and .89, respectively.   
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Chapter 3: Discussion 
 Lack of knowledge among mental health care providers and those who facilitate 
mental health service delivery has been identified in the literature as a factor contributing 
to the poor dissemination of mental health care to children and adolescents (Cappelli et 
al., 1995; Markantonakis & Mathai, 1990; Oke & Mayer, 1991; Roberts & Partridge, 
1998; Schulberg & McClelland, 1987).  An investigation of the parameters of provider 
knowledge relative to child and adolescent psychopathology, however, has not been well 
researched.  To address the issues of knowledge and the underrecognition of mental 
health disorders, this study examined the knowledge of child and adolescent 
psychopathology of parents and school professionals, who represent the first line of 
defense in detecting psychopathology and facilitating referrals to mental health services. 
A diverse sample of educational professionals (teachers, school counselors, and 
school psychologists) and parents of middle and high school children pooled from several 
major urban and suburban metropolitan areas around the U.S. participated in this study, 
representing diversity in socio-economic status, gender, age, and education.  The 
participants’ knowledge of ADHD, SAD, depression, and ODD were examined by 
comparing the total scores obtained on four questionnaires (KADDS, KSADS, KDS, and 
KODDS), each testing knowledge of the respective disorders in the areas of 
symptomatology/diagnostic criteria, treatment, and general information.  
To examine knowledge of internalizing disorders relative to externalizing 
disorders, the total scores achieved on the ADHD and ODD questionnaires were 
combined, and the scores of the SAD and the depression questionnaires were combined 
to create two composite tests representing knowledge of externalizing and internalizing 
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disorders, respectively.  Documented trends in rates of diagnosis appear to suggest a 
tendency to overdiagnose externalizing behavioral disorders and to underdiagnose 
internalizing disorders (Liebowitz, 1985; Rubinson & Asnis, 1987; Spencer et al., 2000; 
Toufexis; 1989; Yeo et al., 2001).  Theorizing that adults will more readily attend to 
disruptive, distressing behavior, the adult distress threshold model appears to account for 
these trends.    
Internalizing Disorders vs. Externalizing Disorders 
This study found school personnel, as a whole, to be significantly more 
knowledgeable about externalizing disorders than internalizing disorders.  Regarding 
overall knowledge of child and adolescent psychopathology, school psychologists were 
significantly more knowledgeable than school counselors, who were in turn significantly 
more knowledgeable than teachers.  Additionally, as a whole, school personnel 
demonstrated greater overall knowledge than parents.  Between the individual groups of 
school psychologists, school counselors, and teachers, significant differences in 
knowledge of internalizing and externalizing disorders were not evidenced.  Likewise, 
parents did not achieve significantly different scores between the internalizing disorder 
questionnaires and the externalizing disorder questionnaires.   
Embedded within each of the four questionnaires are sub-scales measuring 
knowledge in three domains (general information, symptom/diagnosis, treatment).  
Among the sample of school professionals, general information was the best understood 
domain across all four disorders, with the mean total score for general information being 
significantly greater than both symptom/diagnosis and treatment.  When the domains 
were separated into internalizing disorder domains and externalizing disorder domains, 
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however, school personnel did not show significant differences in knowledge between 
domains of internalizing disorders versus the domains of externalizing disorders. 
Attention-Deficit/Hyperactivity Disorder 
 Across all four groups sampled (parents, teachers, school counselors, and school 
psychologists), the participants demonstrated significantly greater knowledge of ADHD 
compared to depression, SAD and ODD.  Likewise, all four groups rated their confidence 
in their ability to recognize ADHD higher relative to the other three disorders examined 
in this study.  These findings are not surprising given the rapid increase in rate of 
diagnosis, sharp rise in medications prescribed for ADHD, and media attention dedicated 
to the disorder over the past few decades (Hancock, 1996; Olfson, Gameroff, Marcus, & 
Jensen, 2003; Robison, Skaer, Sclar, & Galin, 2002; Safer & Krager, 1984).  Between 
1990 and 1998, diagnoses of ADHD made by office based physicians tripled (Robison et 
al., 2002).  As diagnosis and pharmacological treatment rates for ADHD rise both 
nationally and globally (Fogelman, Vinker, Guy, & Kahn, 2003; Health Canada, 1999; 
Olfson et al., 2003; Safer & Krager, 1984; Searight & McLaren, 1998), more children are 
diagnosed and treated for ADHD in the U.S. than anywhere else in the world (Drug 
Enforcement Agency, 2000: Safer & Krager, 1984).  The U.S. alone consumes 85% of 
the world’s methylphenidate supply (Drug Enforcement Agency, 2002).  With domestic 
sales of all stimulants steadily increasing in the U.S. over the past two and a half decades, 
sales of methylphenidate quintupled between 1991 and 1999 (Drug Enforcement Agency, 
2000).   
In examining knowledge of ADHD among both parents and school personnel, the 
findings of this study appear to be consistent with the adult distress threshold model.  
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Presumably, the disruptive nature of the disorder creates a stressful environment for all 
involved, lending itself to receive more immediate attention from adults and subsequent 
evaluation and treatment from mental health professionals.  As predicted, the study’s 
findings demonstrate that knowledge of ADHD was significantly greater than that of the 
two non-disruptive, internalizing disorders (e.g., SAD and depression).   
Social Anxiety Disorder 
 The study's findings regarding SAD are also consistent with the adult distress 
threshold model.  Characterized by fear of negative evaluation in social settings, the 
hallmark characteristic of SAD often precludes children and adolescents from engaging 
in behaviors that would likely draw attention from adults.  The child or adolescent 
internalizes the distress associated with the disorder and the adult is seldom negatively 
affected.  As hypothesized, the groups sampled demonstrated significantly less 
knowledge of SAD relative to the two externalizing disorders (ADHD and ODD).  In 
fact, both the combined total sample and each individual subgroup demonstrated the least 
knowledge of SAD compared to ADHD, depression and ODD, with the differences in 
mean scores being significant between SAD and ADHD, and between SAD and 
depression.  Additionally, all four groups also rated their confidence in their ability to 
recognize SAD the lowest.   
The current study’s findings replicate an earlier study conducted by Herbert and 
colleagues (2004).  Fifty-one teachers, school counselors and school psychologists 
participated in that study, each completing the KADDS and KSADS.  The researchers 
found that based on a comparison of mean total scores obtained on the two 
questionnaires, the sample had significantly less knowledge of SAD compared to ADHD.  
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When divided into subgroups based on professional discipline, the total scores achieved 
on the SAD questionnaire were also significantly lower than that of the ADHD 
questionnaire across all three subgroups.    
Oppositional Defiant Disorder 
Analyses of the mean scores on the ODD questionnaire did not yield results 
consistent with the adult distress threshold model.  Characterized by negativistic, defiant 
behavior, children who suffer from ODD often experience functional impairment across 
settings including school and home (Burke, Loeber, & Birmaher, 2002; Greene et al., 
2002).  In academic settings, ODD children often contribute to hostile, disruptive 
classrooms, creating difficult working and teaching environments for educators (Lewis & 
Newcomer, 2002; Miller, 1995; Safran, Safran, & Barcikowski, 1988).  Disruptive 
behavioral disorders, including ODD, account for between 30-40% of the referrals made 
to mental health services, more than any other class of child and adolescent psychiatric 
disorders (Colbert, 2001; Yale Medical Group, 2003).  
Empirical research regarding risk factors and treatments for ODD remains limited 
(Burke et al., 2002).  Researchers continue to debate the disorder’s prognosis, and 
conceptual models of the disorder vary (Burke et al., 2002).  Despite variances in the 
literature, however, the risk of future problems for ODD children is well documented.  
Children diagnosed with ODD are at greater risk for multiple problems including the 
development of comorbid psychiatric disorders, social impairment, and academic 
difficulties (Burke et al., 2002; Clark, Vanyukov, & Cornelius, 2002; Maughan, Rowe, 
Messer, Goodman, & Meltzer, 2004).  Researchers theorize that ODD may be one 
disorder within a tier of disruptive behavioral disorders.  Research suggests that ODD 
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children are at greater risk, perhaps four times the risk, of developing more serious 
disorders including conduct disorder and antisocial personality disorder (Burke et al., 
2002; Loeber, Burke, & Lahey, 2002; Rowe, Maughan, Pickles, Costello, & Angold, 
2002).   
Behavioral problems cause a significant amount of stress for both parents and 
educators (Cuccaro, Holmes, & Wright, 1993; Greene, Beszterczey, Katzenstein, Park, & 
Goring, 2002; Suarez, 2000; Yoon, 2002).  In a study of parental stress, Floyd and 
Gallagher (1997) found that of among a sample of parents of 231 school-age children and 
adolescents diagnosed with either mental retardation, chronic illness or non-disabled 
behavioral problems, behavioral problems were more distressful to parents than either 
disability.  Additionally, the researchers found that behavioral disorders played the most 
important role in predicting mental health service utilization.  Working under the adult 
distress threshold model, adults might be expected to demonstrate levels of knowledge 
similar to that of ADHD given the intrusive quality of ODD.  Despite this, however, both 
school personnel (combined sample and individual subgroups) and parents demonstrated 
significantly less knowledge of ODD compared to both ADHD and depression.  
Furthermore, among both school personnel and parents, knowledge of ODD was only 
slightly better than that of SAD, and the difference between the means of these latter two 
groups did not approach significance.   
Depression 
 Of the four disorders examined in this study, total scores achieved on the KDS 
were second only to scores achieved on the KADDS.  This is consistent with several of 
the hypothesized outcomes in that both the entire sample and each of the individual 
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groups were less knowledgeable about this prototypical internalizing disorder relative to 
ADHD.  Likewise, across the groups of school personnel, self-confidence in recognizing 
depression was rated significantly lower than self-confidence in recognizing ADHD.  
When comparing depression and ODD scores, however, the hypothesized outcomes were 
not observed.  Across both the combined sample and individual groups, knowledge of 
depression was significantly greater than knowledge of ODD.  Seemingly contrary to the 
adult distress threshold model, the externalizing nature of ODD did not appear to foster 
greater knowledge in the disorder compared to depression. 
 Regarding the hypothesized outcomes, the findings of this study are mixed.  The 
potential distress experienced by adults who encounter children and adolescents was the 
primary factor considered when conceptualizing this study.  Though the mixed findings 
suggest the limited applicability of the adult distress threshold model, the theoretical 
model should not yet be abandoned.  Several additional factors may help to account for 
the findings, and when incorporated with the adult distress threshold model, these factors 
may offer a more comprehensive explanation of the study’s results. 
Social Marketing 
 Social marketing is a tool developed in the 1970s by strategic business marketers 
Philip Kotler and Sidney Levy who used traditional principals of commercial sales to 
influence public attitudes, beliefs, and perceptions about social issues (Kotler & Zaltman, 
1997; McDermott, 2000).  Social marketing is utilized by businesses, advocacy groups, 
community organizations and other entities to promote a broad range of “products” from 
the tangible (e.g., condoms) to the utilization of health services (e.g., yearly 
mammograms) to intangible ideas (e.g., AIDS awareness) (Kotler, 2003; McDermott, 
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2000).  Throughout the 1980s, social marketing gained popularity around the world as the 
World Bank and the World Health Organization began to use and promote interest in 
social marketing as an effective tool for change (Kotler, 2003).  In the United States, the 
Centers for Disease Control and Prevention began to implement social marketing in the 
1980s, and in 1999 The Social Marketing Institute was formed (Kotler, 2003).  Today, a 
variety of government agencies and nonprofit organizations use social marketing to 
educate and promote public health, including the American Cancer Society, Department 
of Health, Social and Human Services, and American Red Cross (Kotler, 2003; 
McDermott, 2000).   
 Historically, mental health care issues have not been as widely promoted via 
social marketing compared to other social problems such as smoking cessation, AIDS 
awareness and education, drug use prevention, teen pregnancy prevention, and breast 
self-examination/cancer screening (Berne & Huberman, 2000; Brown et al., 2000; 
Futterman et al., 2001; Kelly, 1995; Mizuno, Kennedy, Weeks-Norton, & Myllylouma, 
2002; Rotheram-Borus, O’Keefe, Kraker, & Foo, 2000).  Depression, however, may be 
the exception.  Historically, popular media (e.g., movies and television) has done a poor 
job of accurately depicting mental illness (Slater, 2003).  Instead, mental illness is often 
sensationalized and portrayed in a way that best produces the desired cinematic effect, 
resulting in wide spread public perception of mental illness that is based on stereotypes 
and dramatization (Allen & Nairn, 1997; Wahl, 2003).   
 Unlike the youthful, attractive patient portrayed in ad campaigns today, the 
depressed patient most often seen in the media of the 1960s was an older, less abled, man 
or woman complaining of terrible somatic symptoms (Chester, 2004).  The negative 
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perception of the depressed patient and the stigmatization of seeking treatment for 
depression, along with other factors including the increasing rate of diagnosis, prompted 
several organizations and advocacy groups to rally in an effort to shift public perception 
and improve the general public’s awareness of the disorder.  In 1990, the National 
Institute of Mental Health established the Depression Awareness, Recognition and 
Treatment Program (D.A.R.T.) to support community based depression programs 
(Parslow & Jorm, 2002).  Sponsored by The National Depression Screening Project, 
National Depression Screening Day was first implemented in 1990 (Parslow & Jorm, 
2002).  The largest national community based mental health screening program, National 
Depression Screening Day screens more than 100,000 people annually, and the program 
provides educational events for more than 200,000 people each year (Screening for 
Mental Health, Inc., n.d.).  Campaigns have also been implemented specifically to target 
childhood depression.  In 1997, the National Mental Health Association established 
Childhood Depression Awareness Day.  The screening day has also become known as 
Green Ribbon Day because green ribbons are distributed throughout communities 
symbolizing childhood mental illness (National Mental Health Association, n.d.).    
Research suggests that social marketing events for depression are useful in 
identifying untreated depressed persons and facilitating treatment seeking behavior for 
those who screen positive (Greenfield et al., 1997; Greenfield et al., 2000; Rapaport & 
Suminski, 1994).  Similar community based and national programs implemented in 
countries such as Australia, Great Britain, and Germany have achieved documented 
social change (Hegerl, Althaus, & Stefanek, 2003; Parslow & Jorm, 2002; Paykel, Hart, 
& Priest, 1998; Paykel et al., 1997).  There is not yet a standard, operational definition of 
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change that is used when evaluating large-scale mental health awareness campaigns.  
However, many researchers acknowledge that though current estimates of change range 
from mild to modest and that more improvements must be made, depression literacy 
campaigns are generally effective (Eisenberg, 1999; Form et al., 2003; Link, Phelan, 
Bresnahan, Stueve, & Pescosolido, 1999; Paykel et al., 1998; Paykel et al., 1997; Walker 
et al., 2002). 
 The role of social marketing should be considered when interpreting the results of 
the present study.  Contrary to prediction, participants were much more knowledgeable of 
depression compared to ODD.   The social marketing of mental health issues is a 
relatively newly developed market and campaign efforts do not yet equally attend to the 
full spectrum of psychopathology.  Depression, however, has been at the forefront in 
terms of funding, publicity, and number of initiatives, both local and national, dedicated 
to mental health literacy.    
Direct-to-Consumer Advertising 
 Throughout the 1980s, relatively few drug companies participated in direct-to-
consumer (DTC) advertising (Ostrove, 2001; Senate Rules Committee, 2004).  Though 
DTC advertising was not in violation of federal laws, the Food and Drug Administration 
imposed a moratorium on DTC advertising in September of 1982 (Calfree, 2002).  The 
moratorium was lifted in 1985, but the FDA’s strict guidelines continued to limit the 
amount of DTC advertising (Calfree, 2002; Ostrove, 2001).  The FDA reconsidered its 
position and in 1997, announced new, less stringent guidelines that were consistent with a 
reinterpretation of the law (Calfree, 2002; Senate Rules Committee, 2004).  This 
announcement ushered in a wave DTC advertising unseen before (Brophy, 2002; 
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National Institute for Health Care Management, 2000; Senate Rules Committee, 2004).  
The volume of DTC advertising sharply increased and spending on DTC advertising rose 
from $12 million in 1989 to $2.7 billion in 2001 (Calfree, 2002) making it the fasting 
growing sector of the advertising field (Brophy, 2002).   
 In 1998, spending on television advertising rose 70%, accounting for $1.1 billion 
in advertising costs (National Institute for Health Care Management, 2000).  
Pharmaceutical companies not only market directly to consumers through mass media, 
but also through the distribution of free samples.  In 1999, pharmaceutical companies 
distributed $7.2 billion dollars worth of drug samples (National Institute for Health Care 
Management, 2002).  Spending on DTC advertising directly correlates to drug sales that 
have skyrocketed within the last decade (Montagne, 2002; National Institute for Health 
Care Management, 2000).  Consumer spending on pharmaceuticals is projected to 
increase from $93.4 billion in 1998 to over $250 billion by 2005.  The top 25 DTC 
advertised drugs alone saw a 43.2% increase in sales in 1999, compared to a 13.3% 
increase for the other drugs available to the public (National Institute for Health Care 
Management, 2000).   
DTC Advertising and Depression 
 Within the past two decades, spending on DTC promotion of antidepressant 
medications has peaked several times (Montagne, 2002).  Most recently, the early 1990s 
marked the era of fluoxetine (Prozac).  In 1990, fluoxetine became the first 
pharmaceutical drug to make the cover of Newsweek (Montagne, 2001).  That same year, 
the drug also made the covers of Time and the New Yorker (Montagne, 2001).  Fluoxetine 
even became the subject of the popular play “The Prozac Sisters” and inspired the 
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creation of the video game “Virtual Prozac” (Montagne, 2002).  Currently, sertraline 
(Zoloft) and paroxetine (Paxil) are included along with fluoxetine among the top 25 DTC 
advertised drugs.  In 1999, more anti-depressants were sold than any other class of 
pharmaceuticals, generating $8.6 billion in sales (National Institute for Health Care 
Management, 2002).  In 1997, the North American division of Ipsos Incorporated, an 
international marketing research firm, began tracking the monthly prescription purchases 
made by 16,000 households and surveyed over 25,000 adults regarding attitudes and 
health related behaviors (Ipsos, Inc., 2003).  Using the data collected, the firm published 
a list of the top 10 drugs that consumers recall seeing in marketing ads.  Sertraline and 
paroxetine were the only psychiatric medications appearing on the list, ranking #8 and 
#10, respectively (Ipsos, Inc., 2003).     
Some argue that DTC advertising is inappropriate and that the public is often 
misled regarding the effectiveness of the drugs (Kendall, 2004; Senate Rules Committee, 
2004).  Furthermore, critics argue that DTC advertising promotes a blasé attitude towards 
medications and slick marketing ads place medications on par with other common, 
everyday products (Montagne, 2002).  Proponents argue that DTC advertising effectively 
educates the public about their diagnosis and treatment options, facilitating dialog with 
health care professionals that would otherwise not take place.  Debate continues 
regarding the causal effects of DTC advertising.  However, several effects have been 
documented.  For the drugs that are promoted through DTC promotion, public 
recognition increases (Calfree, 2002; Kendall, 2004; Montagne, 2002; National Institute 
for Health Care Management, 2000; Senate Rules Committee, 2004).  Furthermore, the 
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public appears to seek information about a drug or diagnosis at a higher rate after seeing a 
drug ad (Calfree, 2000; Senate Rules Committee, 2004).   
Given that two antidepressants are among the top 25 DTC advertised drugs, the 
role of pharmaceutical drug company advertising should be factored when interpreting 
the results of this study.  Actors portraying depressed patients touting antidepressant pills 
are frequently displayed across television screens, magazine pages and in other 
advertising media.  Pharmaceutical companies strive to top sales of antidepressants and 
achieve the household name recognition of fluoxetine (National Institute on Health Care 
Management, 2000).  Though yet unquantified in the literature (Calfree, 2002), public 
awareness of depression has almost certainly increased due to DTC advertising 
(O’Connell & Zimmerman, 2002).  Furthermore, given the results of the present study, 
public awareness and knowledge of depression may be greater than that of other 
psychiatric diagnoses due, in part, to the spotlight placed on the disorder by 
pharmaceutical companies and marketing campaigns.  Sponsored by Pfizer, The Patient 
Empowerment Study conducted a survey to measure attitudes, health care seeking 
behavior, and effects of DTC advertising within the consumer market (American 
Advertising Federation, 2001).  Of the 1,800 consumers who participated in the survey, 
44% reported that DTC advertising made them more informed of medical conditions 
(American Advertising Federation, 2001).  Researchers found depression among the key 
conditions for which patients will most likely seek most likely seek additional 
information (American Advertising Federation, 20001).   
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DTC Advertising and Behavioral Disorders 
 Certain categories of medical conditions and the drugs that treat them resonate in 
the public’s memory, receiving higher levels of consumer recall (Ipsos, Inc., 2003). In a 
2003 report, international research firm Ipsos, Incorporated identified allergy, 
cardiovascular, gastrointestinal, female health, and behavioral disorders as the top five 
recalled categories (Ipsos, Inc., 2003).  Along with antidepressants, medications to treat 
ADHD fueled sales within the behavioral disorder category, making the category not 
only one of the most recognized, but also the fastest growing among medications indicted 
for children and adolescents, topping sales for antibiotics and asthma medications 
(Johnson, 2004).  Each fall, drug manufactures aggressively launch marketing campaigns 
for the half dozen medications indicated for ADHD (Thomas, 2001; Zernike & Petersen, 
2001).  In August 2001, methyphenidate HCL (Concerta) became the first drug in its 
class to air in a television spot (Thomas, 2001).  Mothers are particularly targeted as print 
ads typically appear in dozens of women’s magazines during the beginning months of the 
school year (Thomas, 2001; Zernike & Petersen, 2001).  Nancy Ostrove, deputy director 
of the Food and Drug Administration’s division of drug marketing division commented 
on the current state of DTC advertising, stating, “They [drug companies] don’t put money 
to market unless they see benefit” (Thomas, 2001).  Aggressive tactics in DTC 
advertising of stimulant medications have helped create a billion dollar ADHD drug 
treatment industry, and the trend is expected to continue (Thomas, 2001).  DTC 
advertising of ADHD drugs is so aggressive and ads are so enticing that some states have 
passed legislation to counter some of the presumed negative effects of advertisements 
such as possible overdiagnosis and overmedication.  In August 2001, Connecticut 
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became the first state to ban school professionals from recommending psychiatric drugs 
for students (Thomas, 2001; Zernike & Petersen, 2001).  Minnesota enacted law barring 
schools from forcing children diagnosed with ADHD to use stimulant medications 
(Thomas, 2001; Zernike & Petersen, 2001).  New Texas and Colorado laws require 
school professionals to first consider non-pharmacological interventions before using 
medications to treat behavioral disorders (Thomas, 2001).  Despite the alleged negative 
effects of DTC advertising and the often-criticized techniques employed by drug makers, 
the publicity placed on the disorder has made it one of the better-known child psychiatric 
disorders.   
Clinical Implications 
 The gold standard of mental health care is moving towards a multidisciplinary 
model (Bartels et al., 2002; Eakes & Cox, 1987; Jennings, Pearson, & Harris, 2000; 
Mayes, 1999; Thomas & Hargett, 1999; Weaver, Dingman, Morgan, Hong, & North, 
2000).  Much of the change towards this model was initiated by the emergence of 
managed health care and the cost effectiveness of multidisciplinary care (Thomas & 
Hargett, 1999).  Multidisciplinary mental health care incorporates the services of 
professionals from many disciplines including psychologists, psychiatrists, social 
workers, nurses, and physicians (Thomas & Hargett, 1999).  This form of care is perhaps 
most typically implemented in primary medical settings, but it is also becoming the 
preferred model of treatment in settings such as outpatient clinics, nursing home 
facilities, and psychiatric hospitals (Bartels, Moak, & Dums, 2002; Horowitz, Kassam-
Adams, & Bergstein, 2001).  Comprehensive, multidisciplinary school-based mental 
health care is increasingly being recognized as an advantageous approach to improving 
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the current state of child and adolescent mental health care (Eakes & Cox, 1987; Jennings 
et al., 2000; Kubiszyn, 1999; Phillips, Longlett, Mulrine, Kruse, & Kewney, 1999; 
Rowling & Jeffreys, 2000; Schaeffer, Weist, Goldstein, Morris, & Bryant, 2003; Shaw, 
Kelly, Joost, & Parker-Fisher, 1995).  With between 70%-80% of all child and adolescent 
mental health services being facilitated by schools (National Mental Health Association 
Advocacy Resource Center, n.d.), school staff including educators, counselors, and 
psychologists, play an integral role in mental health care provision (Eakes & Cox, 1987; 
Phillips et al., 1999).  Proper diagnosis and treatment often depends on these 
professionals for it is they who often have the most frequent opportunities to detect 
problems that may otherwise go unnoticed (Phillips et al., 1999).   
 Given the role of educational professionals in detecting mental health problems 
and in facilitating referrals for mental health services, this research illustrates the need to 
improve school staff’s general awareness and knowledge of child and adolescent 
psychopathology.  The participants in the study were generally not very knowledgeable 
of common pediatric psychiatric conditions.  If the questionnaires had been graded in 
standard U.S. academic fashion in which a total percentage of 59% or less correct 
answers constitutes an “F,” teachers would have failed every test.  As a group, school 
personnel failed every questionnaire including the individual disorder measures and the 
combined internalizing and externalizing disorder questionnaires, except the KADDS.  
On this instrument, school personnel answered 66% of the ADHD questions correctly, 
equivalent to a “D.”  School counselors also would have received failing grades across 
the board with the exception of the KADDS, on which they barely passed scoring 65% 
correct.  School psychologists were the only group to score higher than a “D” on any test.  
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They barely passed the SAD, ODD and the internalizing disorder measure, correctly 
answering 60%, 66% and 69% of the items, respectively. School psychologists earned the 
equivalent of a “C” on the KDS and the externalizing disorder measure, responding 
correctly to 72% of the questions on both measures.  School psychologists were most 
knowledgeable of ADHD, scoring 83% correct on the KADDS.  This research suggests 
that efforts to educate the public about ADHD may be achieving some of the desired 
goals, as all groups demonstrated significant knowledge of the disorder compared to 
depression, SAD and ODD.  However, the participants’ overall performance on the 
questionnaires was relatively poor, highlighting the need for continued educational 
training regarding many areas of child and adolescent mental health.   
 Approximately 80% of children and adolescents with mental health problems do 
not receive mental health services (Katoaka, Zang, & Wells, 2002).  Though cited as a 
factor contributing to the poor dissemination of child and adolescent mental health care 
(Hendrickson, Baldwin, & Allred, 2000; Stiffman, Chen, Elze, Dore, & Cheng, 1997), 
knowledge of pediatric psychopathology has not been well researched.  This present 
study is among the first known studies to compare knowledge of different disorders.  
Based on this study’s findings, among educational professionals and parents of school-
aged children and adolescents, levels of knowledge of pediatric psychopathology are not 
consistent across disorders, and depression, ODD, and SAD are poorly understood.  
Furthermore, this study also demonstrates that SAD remains a relatively “neglected” 
disorder (Liebowitz, 1985).  Teachers, school counselors, and school psychologists alike 
had the least knowledge of and lowest confidence ratings regarding SAD, significantly 
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less relative to both ADHD and depression.  SAD is a very common disorder, and given 
its prevalence, educational professionals must be better trained to recognize it.   
The current study also highlights the continued need to educate not only 
professionals, but also parents.  Expecting parents to become experts in the field is 
unrealistic.  However, they share responsibility in managing their child’s mental health 
care needs (Davis & Spurr, 1998; Phillips et al., 1999).  Holistic, interdisciplinary 
approaches to health care include parents and families valuable members of the treatment 
team (Phillips et al., 1999; Thomas & Hargett, 1999), and having a well informed parents 
is associated with improved mental health outcomes for the child (Davis & Spurr, 1998).  
The parents who participated in this study were not well informed, answering no more 
than 45% of the items correctly on any instrument.  Research suggests that disruptive 
behavior is positively correlated to levels of parent and teacher stress (Cuccaro et al., 
1993; Floyd & Gallagher, 1997; Greene et al., 2002; Suarez, 2000; Yoon, 2002).  In a 
longitudinal study of parents of children with externalizing behavioral problems, Suarez 
(2000) found that higher ratings of behavior severity predicted higher parent distress 
ratings.  In another study of adult stress, Greene and colleagues (2002) administered the 
Index of Teaching Stress to elementary school teachers to measure their frustration when 
interacting with ADHD students.  The educators rated teaching ADHD children 
significantly more stressful compared to teaching non-ADHD children.  Additionally, 
ADHD children who exhibited oppositional and/or aggressive behavior were rated 
significantly more stressful to teach relative to the ADHD children who did not exhibit 
severe externalizing behavior.   
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This study hypothesized that the adults sampled would be more knowledgeable of 
the externalizing disorders, the disorders to which they more likely to attend.  The 
findings yielded mixed results.  For the group of parents, knowledge of internalizing 
disorders and externalizing disorders did not differ significantly.  School personnel as a 
whole, however, were significantly more knowledgeable of externalizing disorders 
relative to internalizing disorders.  When comparing the scores of each of the four 
measures, all the groups of participants were significantly less knowledgeable of ODD, 
an externalizing disorder, relative to depression, an internalizing disorder.  The mixed 
results appear to suggest limited applicability of the adult distress threshold model, 
particularly in assessing knowledge of ODD and SAD.  Given the influence of the media, 
a comprehensive theoretical approach to explaining the relationship between knowledge 
of pediatric psychopathology and health care service utilization must not focus solely on 
adult distress, but must also expand to incorporate the influence of media generated 
factors such as social marketing and pharmaceutical advertising.   
As researchers strive to develop effective educational methods in an effort to 
enact long-term positive changes in pediatric mental health care, a variety of school-
based programs currently exist that assist school professionals and parents in identifying 
mental illness in youth.  Though the direct aim of these programs is to improve 
recognition, knowledge is likely increased, as well, through the practical strategies and 
tools implemented by these programs.  The Seattle metropolitan area has achieved 
success by establishing linked teen health centers (King County, 2004).  These centers are 
primary care clinics built on or near school grounds that provide medical and mental 
health care.  Sixteen centers have been built in the Seattle/King County area and they 
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provide mandatory health/mental health screenings in settings designed to overcome 
treatment barriers specific to teens by employing staff specially trained to work with 
youth (King County, 2004).   
School based or linked teen health centers may be an optimal strategy to combat 
mental health care problems and treatment barriers.  However, many school systems do 
not have the funding to enact such programs and more cost effective solutions must be 
designed.  Among its many recommendations, the President’s New Freedom Commission 
on Mental Health recommended that schools take a more active role regarding mental 
health care by screening the student body for mental health problems and providing 
subsequent early intervention (President’s New Freedom Commission, 2002).  Often 
utilized in other settings such as hospitals and clinics, user-friendly mental health 
screener cards compiled into one notebook are cost effective tools that school personnel 
could easily reference.   
Health education classes are appropriate venues to provide mental health 
screenings and low or no cost materials are available.  Under its recommendation that 
schools improve and expand school mental health programs, the President’s New 
Freedom Commission on Mental Health cited the Columbia University Teen Screen as a 
model program (President’s New Freedom Commission, 2002).  The program, which 
screens middle and high school students for mental health problems through a computer 
based questionnaire administered during physical education class, has been implemented 
in 69 different sites across 27 states (President’s New Freedom Commission, 2002).  The 
program has been praised for its usefulness in identifying the mentally ill and youth at 
risk for suicide.  Furthermore, in exchange for the materials that are provided at no cost, 
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the schools enter an agreement to have licensed professionals on site each time the 
program is administered to provide immediate intervention for at risk youth (President’s 
New Freedom Commission, 2002).      
Signs of Suicide (S.O.S.) High School Suicide Prevention Program is also a 
nationally recognized, school based mental health program (Screening for Mental Health, 
Inc., n.d.).  At a cost of $.50 per student, school personnel are provided videos that 
illustrate how to identify and help mentally ill students, the Columbia Depression Scale 
derived from the Diagnostic Interview Schedule for Children, and the 7-item Brief Screen 
for Adolescent Depression (BSAD) (Aseltine & DeMartino, 2004; Screening for Mental 
Health, Inc., n.d.).  This program has been endorsed by several organizations including 
the American Academy of Child and Adolescent Psychiatry, the National Association of 
School Psychologists, and the National Association of Secondary School Principals for 
its ability to effectively identify the mentally ill (Aseltine & DeMartino, 2004), cost 
effectiveness, and the ease in which it is blended into existing health education 
curriculum (Screening for Mental Health, Inc., n.d.).    
Certainly, each school year, in-service training should address mental health 
issues to equip school personnel with knowledge so they may take appropriate action 
when necessary.  However, this may not be enough to bring about substantial change.  
Providing school staff with user-friendly tools such as screener cards may help augment 
their training and increase the likelihood that they will act.  Interactive tools such as 
intranet sites dedicated to mental health with information, references, links and video 
clips of dramatizations or role plays regarding what to do when a mental health problem 
is suspected may also be useful.  Facilitating an environment in which staff feel 
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comfortable and supported in addressing mental health issues is also an important 
consideration and may also help increase the likelihood that steps are taken to identify 
and refer youth in need of mental health services.     
Strengths 
 The study had several noteworthy strengths.  A diverse sample was recruited, 
which was broadly representative of those who directly work with and care for American 
youth.  Efforts were made to recruit a sample diverse in age, ethnicity, socio-economic 
status, geographical region, and educational level.  To help control for variability that 
may be more reflective of regional differences rather than the factors central to the study, 
parents and school professionals were recruited from both urban and suburban areas 
around the country.  Two of the study instruments have been validated in other studies, 
and the two instruments constructed for this study were modeled closely upon the exiting 
measures. 
Limitations 
 This study has two clear limitations.  First, media related influences were not 
considered as factors that may influence both parents’ and school professionals’ 
knowledge of pediatric psychopathology when the study was conceptualized.  Therefore, 
the results may be misleading regarding the adult distress threshold model’s ability to 
account for the insignificant difference between the total mean KODDS and KSADS 
scores, and insignificant differences between the composite internalizing and 
externalizing total mean scores for parents.  Because social marketing and product 
advertising were not included as factors, the role of adult stress on knowledge of pediatric 
psychopathology remains unclear.   
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Secondly, one purpose of the study was to examine knowledge as a factor 
affecting mental health service referral practices initiated by school personnel and health 
care utilization among children and adolescents.  The relationship between knowledge 
and the referrals facilitated by school personnel was a key point of interest regarding the 
overall purpose of the study.  However, a flaw in the study materials prevented analysis 
of this relationship.  “Referral” was not defined in the questionnaire materials, and when 
asked to indicate the number of referrals that they had made for each disorder, many 
participants were unclear how to answer.  Apparently, based on comments made by 
several participants, conceptualization of the term “referral” varied from suggesting to 
parents that an intervention may be needed to actually scheduling an evaluation with a 
mental health professional.  Moreover, the term may also be defined differently within 
different educational systems and school professionals may be limited in the steps they 
can take to facilitate a referral depending on the county’s laws.  Also, the participants 
were not instructed to indicate the number of referrals that they had made within a 
specific time frame.   The poor wording of this item was an oversight that resulted in 
responses indicating referral numbers ranging from over the course of the academic year 
to over the span of the careers.   
Future Directions 
 Research must move towards not only identifying gaps in knowledge, but also 
identifying factors contributing to knowledge discrepancies.  The usefulness of the adult 
distress threshold model in its ability to shed light on the role of knowledge in the current 
state of pediatric mental health care remains unclear.  The observed results pertaining to 
SAD and ODD, seemingly inconsistent with the adult distress threshold model, may be 
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phenomena particular only to those disorders.  Future research should cover a broader 
range of disorders and must also consider additional factors that may influence 
knowledge including social marketing efforts and consumer advertising.  Furthermore, 
the administration of measures of adult distress such as the Parental Stress Scale (Berry & 
Jones, 1995) and the Parenting Stress Index (Abidin, 1997) along measures of knowledge 
will allow for the direct testing and analysis of the adult distress threshold model.  
Mounting empirical evidence suggests that professionals involved in mental health care 
are neither well trained nor confident in their training and/or clinical abilities, especially 
regarding mood disorders (Cockburn & Bernard, 2004; Gallo et al., 2002; Goldney, 
Fisher, Wilson, & Cheok, 2002; Joukamaa, Lehtinen, & Karlsson, 1995; Kaplan, 
Adamek, & Martin, 2001; Lauber, Nordt, Falcato, & Rossler, 2003; Morris, 2003).  
Though the need for better education is undisputed, researchers have yet to articulate 
clearly effective training strategies (Kok, van den Borne, & Mullen, 1997).  After finding 
that increased contact with mental health professionals did not improve mental health 
literacy among a community sample of depressed patients, Goldney and colleagues 
(2002) suggested increased implementation of specific psychoeducational programs.  
King and colleagues (2002) studied the effectiveness of specialized cognitive-behavioral 
training sessions in improving knowledge of depression among a sample of 84 general 
practitioners.  At the 6-month follow-up, the sample of physicians demonstrated no 
significant change in knowledge of depression or attitudes towards treatment compared 
the control group.  The researchers suggested that in order to improve physician 
knowledge, more intensive, specialized education would be necessary during future 
training sessions.      
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The effect of education on reporting and referral practices is unclear.  Seibert 
(2002) sampled a group of parents and examined the effect that educational training had 
on their ability to both recognize and report their children’s internalizing symptoms.  The 
educational training session proved effective in improving the sample’s knowledge and 
awareness of internalizing behavior, but resulted in no change in parental reporting of 
internalizing behavior. 
Conclusion 
Among the industrialized countries around the world, mental illness is the most 
debilitating health condition, more so than heart disease, cancer, and other such illnesses 
(World Health Organization, 2001).  Each year, millions of children and adolescents 
experience some form of mental illness. Yet of those in need of mental health services, 
the vast majority goes without service (Kataoka et al., 2002).  In the U.S. alone, the 
public’s unmet mental health needs cost an estimated $63 billion in lost productivity 
(U.S. Department of Health and Human Services, 1999).  Specifically regarding children 
and adolescents, $2.9 billion is spent annually to provide medical treatment for chronic 
physical illnesses stemming from untreated mental conditions (National Mental Health 
Association Advocacy Resource Center, n.d.).  Unmet mental health needs annually cost 
the child welfare system $14.4 billion, and each year, school systems across the nation 
spend $32 billion addressing problems related to unmet needs (National Mental Health 
Association Advocacy Resource Center, n.d.).   
Multiple factors have been identified as barriers to receiving mental health care 
including attitudes towards health care, poor accessibility to services, limited availability 
of services, and social issues such as lack of insurance coverage (Brown & Bradley, 
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2002; Flisher et al., 1997; Hogan, 2002; Katoaka et al., 2002; Loo, Tong, & True, 1989; 
Wheeler, 1997).  Lack of care delivery by mental health professionals has also been 
identified as a major factor contributing to the disproportionate number of children and 
adolescents in need of mental health services and those who actually receive services.  
Particularly, care is not delivered because mental illness is often unrecognized by mental 
health professionals (Gallo et al., 2002; Goldney, Fisher, & Wilson, 2001; Lauber et al., 
2003).  
If the state of child and adolescent mental health care is to improve, gaps in 
knowledge of pediatric psychopathology must be minimized.  Furthermore, as mental 
health care continues to move towards becoming a multidisciplinary field, professionals 
across multiple disciplines must be better educated regarding the detection of 
psychopathology, need for treatment and initiation of referrals if the utilization of mental 
health services is to improve (Gerrity, Cole, Dietrich, & Barrett, 1999; Hartman, 1997; 
van Os et al., 1999).   
 
 
 
 
 
 
 
 
 
 
 
 
                                                                  77
List of References 
 
 
 
 
Abidin, R. R. (1997). Parenting Stress Index: A measure of the parent-child system. In  
Zalaquett, C. P. & Wood, R. J. (Eds.), Evaluating stress: A book of resources (pp. 
277-291). Lanham, MD: Scarecrow Press, Inc.  
 
Achenbach, T. M., & Edelbrock, C. S. (1978). The classification of child  
psychopathology: A review and analysis of empirical efforts. Psychological 
Bulletin, 85, 1275-1301. 
 
Adesman, A. R., & Morgan, A. M. (1999). Management of stimulant medications in  
children with attention-deficit/hyperactivity disorder. Pediatric Clinics of North 
America. 46, 945-63. 
 
ADD a Campaign Issue. (2000, March 27). The Wall Street Journal, p. A48. 
 
Albano, A. M., Chorpita, B. F., & Barlow, D. H. (1996). Childhood anxiety disorders. In  
Mash, E.J. & Barkley, R.A. (Eds.), Child psychopathology (pp. 196-241). New 
York, NY: Guilford Press. 
 
Allen, R., & Narin, R. G. (1997). Media depictions of mental illness: An analysis of the  
use of dangerousness. Australian & New Zealand Journal of Psychiatry, 31, 375-
381. 
 
Alpert, J. E., Five, M., Uebelacker, L. A., Nierenbert, A. A., Pava, J. A., Worthington, J.  
J., et al. (1999). Patterns of axis I comorbidity in early-onset versus late-onset 
major depressive disorder. Biological Psychiatry, 46, 202-211. 
 
American Advertising Federation. (2001, July 19). Consumers recognize the benefits of  
direct-to-consumer advertising. Retrieved May 20, 2004, from  
http://www.aaf.org/news/news_pfizerstudy.html 
 
American Psychiatric Association. (1980). Diagnostic and statistical manual of mental  
disorders (3rd ed.). Washington, DC: Author. 
 
American Psychiatric Association. (1987). Diagnostic and statistical manual of mental  
disorders (3rd ed., rev.). Washington, DC: Author. 
 
American Psychiatric Association. (1994). Diagnostic and statistical manual of mental   
  disorders (4th ed.). Washington, DC: Author. 
 
 
 
                                                                  78
Anderson, J. C., Williams, S., McGee, R., & Silva, P. A. (1987). DSM-III disorders in  
preadolescent children: Prevalence in a large sample from the general population. 
Archives of General Psychiatry, 44, 69-76. 
 
Angold, A., & Costello, E. J. (1993). Depressive comorbidity in children and adolescents:  
Empirical, theoretical, and methodological issues. American Journal of 
Psychiatry, 150, 1779-1791. 
 
Angold, A., & Costello E. J. (1996). Toward establishing an empirical basis for the  
diagnosis of oppositional defiant disorder. Journal of the American Academy of 
Child & Adolescent Psychiatry, 35, 1205-1212. 
 
Angold, A., & Costello, E. J. (2001). The epidemiology of depression in children and             
adolescents. In I. M. Goodyer (Ed.), The depressed child and adolescent (pp. 143-
178).  Cambridge, United Kingdom: Cambridge University Press. 
 
Angold, A., & Rutter, M. (1992). Effects of age and pubertal status on depression in a  
large clinical sample. Developmental and Psychopathology, 4, 5-28. 
 
Aseltine, R. H., & DeMartino, R. (2004). An outcome evaluation of SOS Suicide  
Prevention Program. American Journal of Public Health, 94, 446-451. 
 
Association of Service Providers Implementing IDEA Reform in Education  
(A.S.P.I.R.E.) & IDEA Local Implementation by Local Administrators 
Partnership (I.L.I.A.D.). (n.d.). IDEA practices. Retrieved November 7, 2002, 
from http://www.ideapractices.org/ law/regulations/topicIndex.php 
 
August, G. J., Realmuto, G. M., Joyce, T., & Hektner, J. M. (1999). Persistence and  
desistance of oppositional defiant disorder in a community sample of children  
with ADHD. Journal of the American Academy of Child and Adolescent 
Psychiatry, 38, 1262-1270. 
 
Axelson, D., & Birmaher, B. (2001). Relations between anxiety and depressive  
disorders in childhood and adolescence. Depression and Anxiety, 14, 67-78. 
 
Badger, L. W., deGruy, F. B., Hartman, J., Plant, M. A., Leeper, J., Anderson, R., et al.  
(1994). Patient presentation, interview content, and the detection of depression by 
primary care physicians.  Psychosomatic Medicine, 56, 128-135. 
 
Bagwell, C. L., Molina, B. S. G., Pelham, W. E., & Hoza, B. (2001). Attention-deficit/  
hyperactivity disorder and problems in peer relations: Predictions from childhood 
and adolescence. Journal of the American Academy of Child and Adolescent 
Psychiatry, 40, 1285-1292. 
 
 
 
                                                                  79
Bailey, D., & Garralda, M. E. (1989). Referral to child psychiatry: Parent and doctor  
motives and expectations. Journal of Child Psychology and Psychiatry, 30, 449-
458. 
 
Ballenger, J. C. (1987). Unrecognized prevalence of panic disorder in primary care,  
internal medicine and cardiology. American Journal of Cardiology, 60, 39J-47J. 
 
Banos, R. M., & Guillen, V. (2000). Psychometric characteristics in normal and social  
phobic  samples for a Spanish version of the Rosenberg Self-Esteem Scale. 
Psychological  Reports, 87, 269-274. 
 
Barkley, R. A. (1996). Attention-deficit/hyperactivity disorder.  In E. J. Mash & R.A.  
Barkely (Eds.) Child psychopathology (pp. 63-112).  New York, NY: Guilford 
Press. 
 
Barkley, R. A., Edwards, G., Laneri, M., Fletcher, K., & Metevia, Lori. (2001). The  
efficacy of problem-solving communication training alone, behavior management 
training alone, and their combination for parent-adolescent conflict in teenagers 
with ADHD and ODD.  Journal of Consulting and Clinical Psychology, 69, 926-
941. 
 
Barsky, A. J., Delameter, B. A., & Orav, J. E. (1999). Panic disorder patients and their  
medical care. Psychosomatics, 40, 50-56. 
 
Bartels, S. J., Dums, A. R., Oxman, T. E., Schneider, L. S., Arean, P. A., Alexopoulos,  
G. S., et al. (2002). Evidence-based practices in geriatric mental health care. 
Psychiatric Services, 53, 1419-1431. 
 
Bartels, S. J., Moak, G. S., & Dums, A. R. (2002). Mental health services in nursing  
homes: Models of mental health services in nursing homes: A review of the 
literature. Psychiatric Services, 53, 1390-1396. 
 
Beidel, D. C. (1998). Social anxiety disorder: Etiology and early clinical presentation.   
Journal of Clinical Psychology, 59(Suppl. 17), 27-31. 
 
Berg, I. (1992). Absence form school and mental health. British Journal of Psychiatry,  
161, 154-166.   
 
Bergman, D. A., Corbin, S., & Haber, J. (1982). Analysis of a program for mental health  
referrals from a pediatric clinic. Developmental and Behavioral Pediatrics, 3, 
232-235. 
 
Berne, L. A., & Huberman, B. K. (2000). Lessons learned: European approaches to  
adolescent sexual behavior and responsibility. Journal of Sex Education & 
Therapy, 25, 189-199. 
 
                                                                  80
Bernstein, G. A., & Borchardt, C. M. (1991). Anxiety disorders of childhood and  
adolescence: A critical review. Journal of American Academy of Child Adolescent 
Psychiatry, 30, 519-532. 
 
Berry, J. O., & Jones, W. H. (1995). The Parental Stress Scale: Initial psychometric  
evidence.  
Journal of Social & Personal Relationships, 12, 463-472. 
 
Birmaher, B., & Brent, D. (1998). Practice parameters for the assessment and treatment  
of children and adolescents with depressive disorder. Journal of the American 
Academy of Child and Adolescent Psychiatry, 37(Suppl. 10), 63S-83S. 
 
Bierman, K. L., & McCauley, E. (1987). Children's descriptions of their peer  
interactions: Useful information for clinical child assessment. Journal of Clinical 
Child Psychology, 16, 9-18. 
 
Billings, J. A. (1995). Depression. Journal of Palliative Care, 11, 48-54. 
 
Black, B. (1992). Anxiety disorders. New Directions for Mental Health Services, 54, 65- 
70.   
 
Blechman, E. A., McEnroe, M. J., Carella, E. T., & Audette, D. P. (1986). Childhood  
competence and depression.  Journal of Abnormal Psychology, 95, 223-227. 
 
Blum, R., & Bearinger, R. (1990). Knowledge and attitudes of health professionals  
toward adolescent health care. Journal of Adolescent Health Care, 11, 289-294. 
 
Brady, E., & Kendall, P. (1992). Cormorbidity of anxiety and depression in children and  
adolescents. Psychological Bulletin, 111, 244-255. 
 
Brewis, A., Schmidt, K. L., & Meyer, M. (2000). ADHD-type behavior and harmful 
dysfunction in childhood: A cross-cultural model [Electronic version]. American 
Anthropologist, 104, 823-828. 
 
Brophy, C. (2002). Warning! Rx ads in large doses may cause serious side effects.  
Retrieved May 21, 2004, from Columbia University, Graduate School of 
Journalism Web site: http://www.jrn.columbia.edu/studentwork/nymagreview 
2002/pharmads.asp 
 
Brown, K., & Bradley, L. J. (2002). Reducing the stigma of mental illness. Journal of 
Mental Health Counseling, 24, 81-87. 
 
Brown, K. M., Bryant, C. A., Forthofer, M. S., Perrin, K. M., Quinn, G. P., Wolper, M., 
et al. (2000). Florida Cares for Women social marketing campaign: A case study. 
American Journal of Health Behavior, 24, 44-52. 
 
                                                                  81
Brunello, N., Davidson, J. R., Deahl, M., Kessler, R. C., Mendlewicz, J., Racagni, G., et 
al. (2001). Posttraumatic stress disorder: Diagnosis and epidemiology, 
comorbidity and social consequences, biology and treatment.  
Neuropsychobiology, 43, 150-162. 
 
Burke, J. D., Loeber, R., & Birmaher, B. (2002). Oppositional defiant disorder and 
conduct disorder: A review of the past 10 years, part II. Journal of the American 
Academy of Child & Adolescent Psychiatry, 41, 1275-1293. 
 
Burke, R., & Stephens, R. (1999). Social anxiety and drinking in college students: A 
social cognitive theory analysis. Clinical Psychology Review, 19, 513-530. 
 
Calfee, J. E. (2002). Public policy issues in direct-to-consumer advertising for  
prescription drugs (Digital Object Identification No.10.1509/jppm.21. 
2.174.17580). Washington, D.C.: American Enterprise Institute. 
 
Canino, B., Bird, H. R., Rubio-Stipec, M., & Bravo, M. (1995). Child psychiatric  
epidemiology: What we have learned and what we need to learn. International 
Journal of Methods in Psychiatric Research, 5, 79-92. 
 
Cappelli, M., Cluclow, M. K., Goodman, J. T., Davidson, S. I., Feder, S. H., Baron, P., et 
al. (1995). Identifying depressed and suicidal adolescents in a teen health clinic. 
Journal of Adolescent Health, 16, 64-70. 
 
Carlson, C. L., Booth, J. E., Shin, M., & Canu, W. H. (2002). Parent-, teacher-, and self- 
rated motivational styles in ADHD subtypes. Journal of Learning Disabilities, 35, 
104-113. 
 
Carlson, G. A., & Kashani, J. H. (1988). Phenomenology of major depression from 
childhood through adulthood: Analysis of three studies. American Journal of 
Psychiatry, 145, 1222-1225. 
 
Cassidy, L. J., & Jellinek, M. S. (1998). Approaches to recognition and management of  
childhood psychiatric disorders in pediatric primary care. Pediatric Clinics of 
North America, 45, 1037-1052. 
 
Chambless, D. L., & Ollendick, T. H. (2001). Empirically supported psychological 
interventions: Controversies and evidence. Behaviour Research and Therapy, 39, 
273-287. 
 
Chester, B. (2004, April 8). Just a spoonful of marketing. The Reporter, 36(14). Retrieved  
May 21, 2004, from http://www.mcgill.ca/reporter/14/healy/ 
 
Cicchetti, D., & Toth, S. L. (Eds.). (1991). Internalizing and externalizing expressions  
of dysfunction. Hillsdale, NJ, England: Lawrence Erlbaum Associates, Inc.  
 
                                                                  82
Clark, D. B., Vanyukov, M., & Cornelius, J. (2002). Childhood antisocial behavior and  
adolescent alcohol use disorders. Alcohol Health & Research World, 26, 109-115. 
 
Clarke, G. N., Rhode, P., Lewinsohn, P. M., Hops, H., & Seeley, J. R. (1999). Cognitive- 
behavioral treatment of adolescent depression: Efficacy of acute group treatment 
and booster sessions. Journal of the American Academy of Child and Adolescent 
Psychiatry, 38, 272-279. 
 
Clouse, R. E., Lustman, P. J., Freedland, K. E., Griffith, L. S., McGill, J. B., & Carney,  
R. M. (2003). Depression and coronary heart disease in women with diabetes. 
Psychosomatic Medicine, 65, 376-383. 
 
Cockburn, K., & Bernard, P. (2004). Child and adolescent mental health within primary  
care: A study of general practitioners’ perceptions. Child & Adolescent Mental 
Health, 9, 2004. 
 
Cohen, P., Cohen, J., Kasen, S., Velez, C. N., Hartmark, C., Johnson, J., et al.  
(1993). An epidemiological study of disorders in late childhood and adolescence: 
Age and gender-specific prevalence. Journal of Child Psychology and Psychiatry, 
34, 851-867. 
 
Colbert, B. H. (2001). ADHD – Attention deficit hyperactive disorder. Retrieved July 7,  
2003, from http://www.setma.com/article/cfm?ID=69 
 
Comings, D. E. (1997). Genetic aspects of childhood behavioral disorders. Child  
Psychiatry and Human Development, 27, 139-150. 
 
Craske, M. G. (1999). Anxiety disorders: Psychological approaches to theory and  
treatment. Boulder, CO: Westview Press. 
 
Cuccaro, M. L., Holmes, G. R., & Wright, H. H. (1993). Behavior problems in preschool  
children: A pilot study. Psychological Reports, 72, 121-122. 
 
Cuffe, S. P., McKeown, R. E., Jackson, K. L., Addy, C. L., Abramson, R., & Garrison,  
C. Z. (2001). Prevalence of attention-deficit/hyperactivity disorder in a 
community sample of older adults. Journal of the American Academy of Child 
and Adolescent Psychiatry, 40, 1037-1044. 
 
Culpepper, L. (2002). Generalized anxiety disorder in primary care: Emerging issues in  
management and treatment. Journal of Clinical Psychiatry, 63(Suppl. 8), 35-40. 
 
Danforth, S., & Navarro, V. (2001). Hyper talk: Sampling the social construction of  
ADHD in everyday language. Anthropology & Education Quarterly, 32, 67-90. 
 
Davidson, J. R. (1998). Pharmacotherapy of social anxiety disorder. Journal of Clinical  
Psychiatry, 59, 47-53. 
                                                                  83
Davidson, J. R., & Meltzer-Brody, S. E. (1999). The underrecognition and  
undertreatment of depression: What is the breadth and depth of the problem? 
Journal of Clinical Psychiatry, 60(Suppl. 7), 4-9.   
 
Davis, H., & Spurr, P. (1998). Parent counseling: An evaluation of a community child  
mental health service. Journal of Child Psychology and Psychiatry, 39, 365-376. 
 
Decker, S. L., McIntosh, D. E., Kelly, A. M., Nicholls, S. K., & Dean, R. S. (2001).   
Comorbidity among individuals classified with attention disorders. International 
Journal of Neuroscience, 110, 43-54. 
 
Den Boer, J. A., & Dunner, D. L. (1999). Physician attitudes concerning diagnosis and  
treatment of social anxiety disorder in Europe and North America. International 
Journal of Psychiatry in Clinical Practice, 3, S13-S19.   
 
DeShazo-Barry, T., Lyman, R. D., & Klinger, L. G. (2002). Academic underachievement  
and attention-deficit/hyperactivity disorder: The negative impact of symptom 
severity on school performance.  Journal of School Psychology, 40, 259-283. 
 
DeVane, L. C., & Sallee, F. R. (1996). Serotonin selective reuptake inhibitors in child  
and adolescent psychopharmacology: A review of published experience. Journal 
of Clinical Psychiatry, 57, 55-66. 
 
Diller, L. H. (2000). Are stimulants overprescribed? Journal of the American Academy  
of Child and Adolescent Psychiatry, 39, 269. 
 
Dilsaver, S. C. (2001). Unsuspected depressive mania in pre-pubertal Hispanic children  
referred for the treatment of 'depression' with history of social 'deviance'. Journal 
of Affective Disorders, 67, 187-192. 
 
Donovan, S., McGrady, H., Pownall, R., & Rees, J. A. (1993). The efficacy and  
tolerability of dotheipin and three selective serotonin reuptake inhibitors in the 
treatment of major depression: A review of six double-blind studies. Current 
Therapeutic Research, Clinical & Experimental, 54, 275-289. 
 
Drug Enforcement Agency. (2000, May 16). DEA Congressional Testimony Before the  
Committee on Education and the Workforce: Subcommittee on Early Childhood, 
Youth and Families. Retrieved July 7, 2004, from 
http://www.dea.gov/pubs/cngrtest/ ct051600.htm 
 
Dukes, S. S. (1999). The relationships among student academic and behavior  
characteristics, instructional strategies, teacher efficacy and student referral rate. 
Dissertation Abstracts International, 60, 7-A, 2443. 
 
Eakes, G. G., & Cox, C. G. (1987). A public school-based referral system for psychiatric  
mental health nursing experiences. Journal of Nursing Education, 26, 76-77. 
                                                                  84
Eisenberg. L. (1997). Psychiatry and health in low-income populations.  
Comprehensive Psychiatry, 38, 69-73.  
 
Eisenberg, L. (1999). Evidence based health promotion and disease prevention in  
psychiatry. Psychiatriki, 10, 15-24.  
 
Elbert, J. (1995). Review of attention-deficit/hyperactivity disorder: Implications for  
identification and management. Journal of Psychological Practice, 1, 81-98. 
 
Feighner, J. P. (1999). Mechanism of action of antidepressant medications. Journal of  
Clinical Psychiatry, 60(Suppl. 4), 4-11. 
 
Fellin, P. (1989). Perspectives on depression among black Americans. Health and  
Social Work, 14, 245-252. 
 
Fink, M., & Carlson, G. A. (1995). ECT and prepubertal children. Journal of the  
American Academy of Child and Adolescent Psychiatry, 34, 1256-1257. 
 
Flament, M. (1990). Epidemiology of obsessive-compulsive disorder in children and  
adolescents. Encephale, 16, 311-316. 
 
Fleet, R. P., Dupuis, G., Marchand, A., Burelle, D., Arsenault, A., & Beitman, B. D.   
(1996). Panic disorder in emergency department chest pain patients: Prevalence,  
cormorbidity, suicidal ideation, and physician recognition. The American Journal 
of Medicine, 101, 371-380. 
 
Fleming, J. E., & Offord, D. R. (1990). Epidemiology of childhood depressive disorders:  
A critical review. Journal of the American Academy of Child and Adolescent 
Psychiatry, 29, 571-580. 
 
Fleming, J. E., Offord, D. R., & Boyle, M. H. (1989). Prevalence of childhood and  
adolescent depression in the community. British Journal of Psychiatry, 155, 647-
654. 
 
Flisher, A. J., Kramer, R. A., Grosser, R. C., Alegria, M., Bird, H. R., Bourdon, K. H., et  
al.(1997). Correlates of unmet need for mental health services by children and 
adolescents. Psychological Medicine, 27, 1145-1154. 
 
Floyd, F. J., & Gallagher, E. M. (1997). Parental stress, care demands, and use of support  
services for school-age children with disabilities and behavior problems. Family 
Relations: Journal of Applied Family & Child Studies, 46, 359-371. 
 
Fogelman, Y., Vinker, S., Guy, N., & Kahan, E. (2003). Prevalence of and change in  
prescription of Ritalin in Israel over a 2-year period. CNS Drugs, 17, 915-919. 
 
 
                                                                  85
Foreman, D. M. (2001). General practitioners and child and adolescent psychiatry:  
Awareness and training of the new commissioners. Psychiatric Bulletin, 25, 101-
104. 
 
Form, A. F., Griffiths, K. M., Cristensen, H., Korten, A. E., Parslow, R.A, & Rodgers,  
B. (2003). Providing information about the effectiveness of treatment options to 
depressed people in the community: a randomized controlled trial of effects on 
mental health literacy, help-seeking and symptoms. Psychological Medicine, 33, 
1071-1079. 
 
Futterman, D. C., Peralta, L., Rudy, B. J., Wolfson, S., Cuttmacher, S., & Rogers, A. S.  
(2001). The ACCESS (Adolescents Connected to Care, Evaluation, and Special  
Services) Project: Social marketing to promote HIV testing to adolescents, 
methods and first year results from a six city campaign. Journal of Adolescent 
Health, 29, 19-29. 
 
Gallo, J. J., Meredith, L. S., Gonzales, J., Cooper, L. A., Nutting, P., Ford, D. E., et al.  
(2002). Do family physicians and internists differ in knowledge, attitudes, and 
self-reported approaches to depression? International Journal of Psychiatry in 
Medicine, 32, 1-20. 
 
Gammon, G. D., John, K., Rothblum, E. D., Mullen, K., Tischler, G. L., & Weissman, M.  
M. (1983). Use of a structured diagnostic interview to identify bipolar disorder in 
adolescent inpatients: Frequency and manifestations of the disorder. American 
Journal of Psychiatry, 140, 543-547.  
 
Garrison, C. Z., Schluchter, M. D., Schoenbach, V. J., & Kaplan, B. K. (1988).   
Epidemiology of depressive symptoms in young adults. Journal of the American 
Academy of Child and Adolescent Psychiatry, 28, 343-351. 
 
Gath, D. (1968). Child guidance and the general practitioner. Journal of Child  
Psychology and Psychiatry, 9, 213-227. 
 
Gentschel, D. A., & McLaughlin, T. F. (2000). Attention deficit hyperactivity disorder as  
a social disability: Characteristics and suggested methods of treatment. Journal of 
Developmental & Physical Disabilities, 12, 333-347. 
 
Gerrity, M., S., Cole, S. A., Dietrich, A., J., & Barrett, J. E. (1999). Improving the  
recognition and management of depression: Is there a role for physician 
education? The Journal of  
Family Practice, 48, 949-957. 
 
Ghaemi, S. N., Ko, J. Y., & Goodwin, F. K. (2002). "Cade's disease" and beyond:   
Misdiagnosis, antidepressant use, and a proposed definition for bipolar spectrum 
disorder. Canadian Journal of Psychiatry, 47, 125-134. 
 
                                                                  86
Ghaemi, S. N., Sachs, G. S., Chiou, A. M., Pandurangi, A. K., & Goodwin, F. K.  
(1999). Is bipolar disorder still underdiagnosed? Are antidepressants overutilized? 
Journal of Affective Disorders, 52, 135-144. 
 
Ghodse, A. H. (1999). Dramatic increase in Ritalin consumption. Current  
Opinion in Psychiatry, 12, 265-268. 
 
Ginsburg, G. S., La Greca, A. M., & Silverman, W. K. (1998). Social anxiety in children  
with anxiety disorders: Relation with social and emotional functioning. Journal of 
Abnormal Child Psychology, 26, 175-185. 
 
Gitlin, M. J. (1996). The psychotherapist's guide to psychopharmacology (2nd ed.). New  
York, NY: The Free Press. 
 
Glow, R. A. (1981). Treatment alternatives for hyperactive children - a comment on  
'problem children' and stimulant drug treatment. Australian and New Zealand 
Journal of Psychiatry, 15, 123-128. 
 
Goldman, L. S., Genel, M., Bezman, R. J., & Slaanetz, P. J. (1998). Diagnosis and  
treatment of attention-deficit/hyperactivity disorder in children and adolescents. 
Journal of the American Medical Association, 279, 1100-1107. 
 
Goldney, R. D., Fisher, L. J., & Wilson, D. H. (2001). Mental health literacy: An  
impediment to the optimum treatment of depression in the community. Journal of 
Affective Disorders, 64, 277-284. 
 
Goldney, R. D., Fisher, L. J., Wilson, D. H., & Cheok, F. (2002). Mental health  
literacy of those with major depression and suicidal ideation: An impediment to 
help seeking. Suicide & Life-Threatening Behavior, 32, 394-403. 
 
Gottlieb, J., & Weinberg, S. (1999). Comparison of students referred and not referred  
for special education. The Elementary School Journal, 99, 187-199. 
 
Grados, M. A., Labuda, M. C., Riddle, M. A., & Walkup, J. T. (1997). Obsessive- 
compulsive disorder in children and adolescents. International Review of 
Psychiatry, 9, 83-98.  
 
Graziano, A. M., & Diament, D. M. (1992). Parent behavioral training: An examination  
of the paradigm. Behavioral Modification, 16, 3-38. 
 
Greenberg, P. E., Stiglin, L. E., Finkelstein, S. N., & Berndt, E. R. (1993). Depression: A  
neglected major illness. Journal of Clinical Psychiatry, 54, 425-426. 
 
 
 
 
                                                                  87
Greene, R. W., Beszterczey, S. K., Katzenstein, T., Park, K., & Goring, J. (2002). Are  
students with ADHD more stressful to teach? Patterns of teacher stress in an 
elementary school sample. Journal of Emotional & Behavioral Disorders, 10, 79-
89. 
 
Greene, R. W., Biederman, J., Faraone, S. V., Monuteaux, M. C., Mick, E., DuPre, E., et  
al. (2001). Social impairment in girls with ADHD: Patterns, gender comparisons, 
and correlates. Journal of the American Journal of Child and Adolescent 
Psychiatry, 40, 704-710. 
 
Greene, R. W., Biederman, J., Zerwas, S., Monuteaux, M., Goring, J. C., & Faraone, S.  
V. (2002). Psychiatric comorbidity, family dysfunction, and social impairment in 
referred youth with oppositional defiant disorder. American Journal of 
Psychiatry, 159, 1214-1224. 
 
Greenfield, S. F., Reizes, J. M., Muenz, L. R., Kopans, B., Kozloff, R. C., & Jacobs, D.  
G. (1997). Effectiveness of community-based screening for depression. American 
Journal of Psychiatry, 154, 1391-1397. 
 
Greenfield, S. F., Reizes, J. M., Muenz, L. R., Kopans, B., Kozloff, R. C., & Jacobs, D.  
G. (2000). Treatment for depression following the 1996 National Depression 
Screening Day. American Journal of Psychiatry, 157, 1867-1869. 
 
Gresham, F. M., & Elliott, S. N. (1990). Social Skills Rating System Manual. Circle  
Pines, MN: American Guidance Service. 
 
Grob, M. C., Klein, A. A., & Eisen, S. V. (1983). The role of the high school  
professional in identifying and managing adolescent suicidal behavior. Journal of 
Youth and Adolescence, 12, 163-173. 
 
Gutkin, T. B., Singer, J. H., & Brown, R. (1980). Teacher reactions to school based  
consultation services: A multivariate analysis. Journal of School Psychology, 18, 
126-134.   
 
Haapasalo, J., & Tremblay, R. E. (1994). Physically aggressive boys from ages 6 to 12:  
Family background, parenting behavior, and prediction of delinquency. Journal of 
Consulting and Clinical Psychology, 62, 1044-1052. 
 
Haarasilta, L., Marttunen, M., Kaprio, J., & Aro, H. (2001). The 12-month prevalence  
and characteristics of major depressive episode in a representative nationwide 
sample of adolescents and young adults. Psychological Medicine, 31, 1169-1179. 
 
Habboushe, D. F., Daniel-Crotty, S., Karustis, J. L., Leff, S. S., Costigan, T. E.,  
Goldstein, S. G., Eiraldi, R., Power, T. J. (2001). A family-school homework 
intervention program for children with attention-deficit/hyperactivity disorder. 
Cognitive & Behavior Practice, 8, 123-136. 
                                                                  88
Hamilton, J. (2001). Evidence-based medicine. Journal of the American Academy of  
Child and Adolescent Psychiatry, 40, 617-618. 
 
Hammen, C., & Rudolph, K. (1996). Childhood depression. In E. J. Mash & R. A.  
Barkley (Eds.), Child psychopathology (pp. 153-195). New York, NY: Guilford 
Press. 
 
Hammen, C., Rudolph, K., Weisz, J., Rao, U., & Burge, D. (1999). The 
context of depression in clinic-referred youth: Neglected areas in treatment. 
Journal of the American Academy of Child and Adolescent Psychiatry, 38, 64-71. 
 
Hancock, N. (1996, March 18). Mother's little helper. Newsweek. Retrieved  
November 1, 2002 from http://archives9.newsbank.com/ar-search/we /Archives? 
p_ action=search&p_theme=NWEC&p_product=NWEC&p_perpage= 20&s_sear 
ch_type=keyword&p_text_base=mothers%20lit tle%20helper&p_max 
docs=200& p_sort=_rank_%3AD&xcal_ranksort=4&xcal_useweights=yes 
&p_field_date-0=YMD_date&p_params_date-0=date%3AB%2CE&p_text_date-
0=&p_field_YM _date-0=YMD_date&p_field_YMD_date-0=YMD_ date& p_ 
par am s_YMD_dat e-0=date%3AB% 2CE&%5B+S earch+%5D .x=54&%5B 
+Search+% 5D.y=14 
 
Handwerk, M., Larzelere, R. E., Friman, P. C., & Mitchell, A. M. (1998). The  
relationship between lethality of attempted suicide and prior suicidal 
communications in a sample of residential youth. Journal of Adolescence, 21, 
407-414. 
 
Harjan, A. (1992). Children of parents with affective disorders: The role of an ill mother  
or an ill father. European Journal of  Psychiatry, 6, 74-87. 
 
Harrington, R. (2001). Adolescent depression: Same or different?  Archives of General  
Psychiatry, 58, 21-22. 
 
Harrington, R. C., Fudge, H., Rutter, M. L., & Bredenkamp, D. (1993). Child and adult  
depression: A test of continuities with data from a family study. Journal of 
Psychiatry, 162, 627-633. 
 
Harris, E, Franz, C.E., Bary, S., Godbole, N., & Okamura, A. (1998). Adolescent  
mental health in primary care. Abstract Book/Association for Health Services 
Research, 15, 63. 
 
Hartman, L. (1997). Children are left out. Psychiatric Services, 48, 953-954. 
 
Hartup, W. W. (1996). The company they keep: Friendships and their developmental  
significance. Child Development, 67, 1-13. 
 
 
                                                                  89
Health Canada. (1999, August 20). Survey of attention deficit hyperactivity disorder  
(ADHD) diagnosis and treatment with Ritalin among Canadian physicians. 
Retrieved July 7, 2004, from http://www.hc-sc.gc.ca/hpfb-dgpsa/tpd-
dpt/adhd_survey_e.html 
 
Hegerl, U., Althaus, D., & Stefanek, J. (2003). Public attitudes towards treatment of  
depression: Effects of an information campaign. Pharmacopsychiatry, 36, 288-
291. 
 
Heimberg, R. G. (2002). Cognitive-behavioral therapy for social anxiety disorder:  
Current status and future directions. Biological Psychiatry, 51, 101-108. 
 
Heinrich, R. L. (2000). Improving depression care: Disseminating skills or changing  
organizational structure and culture? Families, Systems & Health, 8, 437-439. 
 
Hendrickson, S., Baldwin, J. H., & Allred, K. W. (2000). Factors perceived by mothers as  
preventing families from obtaining early intervention services for their children 
with special needs. Children’s Health Care, 29, 1-17. 
 
Herbert, J. D., Crittenden, K., & Dalrymple, K. L. (2004). Knowledge of social anxiety  
disorder relative to attention deficit hyperactivity disorder among educational 
professionals. Journal of Clinical Child and Adolescent Psychology, 33, 366-372. 
 
Herrmann-Lingen, C. (2001). Anxiety and depression in cardiology patients: How to  
diagnose, how to treat? Herz, 26, 326-334. 
 
Herwig, J. E., Wirtz, M., & Bengel, J. (2004). Depression, partnership, social support,  
and parenting: Interaction of maternal factors with behavioral problems of the 
child. Journal of Affective Disorders, 80, 199-208. 
 
Herxheimer, A. (2004). Treating major depression in children and adolescents: Use of  
selective serotonin reuptake inhibitors needs urgent clarification. British Journal 
of Medicine, 328, 525. 
 
Hinsaw, S. P., & Anderson, C. A. (1996). Conduct and oppositional defiant disorders. In  
E. J. Mash & R. A. Barkley (Eds.), Child psychopathology (pp. 113-149). New 
York, NY: Guilford Press. 
 
Hiok-Boon Lin, E., Ihle, L. J., & Tazuma, L. (1985). Depression among Vietnamese  
refugees in a primary care clinic. The American Journal of Medicine, 78, 41-44. 
 
Hogan, M. F. (2002, October 29). Interim report of the President’s New Freedom  
Commission on Mental Health. Letter presented to the President and the United 
States Department of Health and Human Services. Retrieved July 8, 2004, from 
http://www.mentalhealth. samhsa.gov/publications/allpubs/HMH02-
0144/default.asp 
                                                                  90
Hops, H., Biglan, A., Sherman, L., Arthur, J., Friedman, L., & Osteen, V. (1987).  
Home observations of family interactions of depressed women. Journal of 
Consulting and Clinical Psychology, 55, 341-346. 
 
Horowitz, L., Kassam-Adams, N., & Bergstein, J. (2001).  Mental health aspects of  
emergency medical services for children: Summary of a consensus conference. 
Journal of Pediatric Psychology, 26, 491-502. 
 
How to Treat Hyperactive Children: New Consensus Report. (1998, December).  
HealthFacts,23, 5. 
 
Hyde, E. M. (1975). School psychological referrals in an inner city school. Psychology  
in the Schools, 12, 412-420.   
 
Ipsos, Inc. (2003, March 25). Advertising recall for prescription drugs rises.  Retrieved  
June 29, 2004, from http://www.ipsos-npd.com/Rx.cfm 
 
Isaac, G. (1992). Misdiagnosed bipolar disorder in adolescents in a special educational  
school and treatment program. Journal of Clinical Psychiatry, 53, 133-136. 
 
Jennings, J., Pearson, G., & Harris, M. (2000). Implementing and maintaining school- 
based mental heath services in a large, urban school district. Journal of School 
Health, 70, 201-205. 
 
Jensen, P. S., Kettle, L., Roper, M. T., Sloan, M. T., Dulcan, M. K., Hoven, C., et al.  
(1999). Are stimulants overprescribed? Treatment of ADHD in four US 
communities. Journal of the American Academy of Child and Adolescent 
Psychiatry, 38, 797-804.   
 
Jensen, P. S., Koretz, D., Locke, B. Z., Schneider, S., Yarrow-Radke, M., Richters, J.  
E., et al. (1993). Child and adolescent psychopathology research: Problems and 
prospects for the 1990s. Journal of Abnormal Child Psychology, 21, 551-580. 
 
Jensen, P. S., & Members of the MTA Cooperative Group. (2002). ADHD comorbidity  
findings from the MTA study: New diagnostic subtypes and their optimal 
treatments.  In Helzer, J. & Hudziak, J. (Eds.), Defining psychopathology in the 
21st century: DSM-V and beyond, (pp. 169-192).  Washington, DC: American 
Psychiatric Publishing. 
 
Johnson, L. A. (2004, May). Spending soars for kids’ behavior drugs. Find Law Legal  
News and Commentary. Retrieved May 20, 2004 from http://news.findlaw.com 
/ap_stories/other/1500/5-17-2004/20040517043006_42.html 
 
Joukamaa, M. Lehtinen, V., & Karlsson, H. (1995). The ability of general practitioners to  
detect mental disorders in primary health care. Acta Psychiatrica Scandinavica, 
91, 52-56. 
                                                                  91
Kalb, C. (2000, March 6). Drugged-out toddlers. Newsweek Magazine.  Retrieved  
September 30, 2002, from http://archives12.newsbank.com/ar-
search/we/Archives?p_action=search&p_theme=NWEC&p_product=NWEC&p_
perpage=20&s_search_type=keyword&p_text_base=Drugged%20out%20toddler
s&p_maxdocs=200&p_sort=_rank_%3AD&xcal_ranksort=4&xcal_useweights=y
es&p_field_date-0=YMD_date&p_params_date-0=date%3AB%2CE&p 
_text_date-0=&p_field_YMD_date-0=YMD_date&p_field_YMD_date-
0=YMD_date&p_params _YMD_date-0=date%3AB%2CE&%5B+S 
earch+%5D.x=54&%5B+Search+%5D.y=14 
 
Kaplan, L.  The annoyances of elementary school teachers.  The Journal of Educational  
Sociology, 46, 332-334. 
 
Kaplan, M. S., Adamek, M. E., & Martin, J. L. (2001). Confidence of primary care  
physicians in assessing the suicidality of geriatric patients. International Journal 
of Geriatric Psychiatry, 16, 728-734. 
 
Kashani, J. H., & Carlson, G. A. (1987). Seriously depressed preschoolers. American  
Journal of Psychiatry, 144, 348-350. 
 
Kashani, J. H., & Sherman, D. D. (1988). Childhood depression: Epidemiology,  
etiological models, and treatment implications. Integrative Psychiatry, 6,1-21. 
 
Kashdan, T. B., & Herbert, J. D. (2001). Social anxiety disorder in childhood and  
adolescence: Current status and future directions. Clinical Child and Family 
Psychology Review, 4, 37-61. 
 
Kastner, J. W. (1998). Clinical change in adolescent aggressive behavior: A group  
therapy approach. Journal of Child & Adolescent Group Therapy, 8, 23-33. 
 
Kataoka, S. H., Zang, L., & Wells, K. B. (2002). Unmet need for metal health care   
among U.S. children: Variation by ethnicity and insurance status. American 
Journal of Psychiatry, 159, 1549-1555. 
 
Katzelnick, D. J., & Greist, J. H. (2001). Social anxiety disorder: an unrecognized  
problem in primary care. Journal of Clinical Psychiatry, 62(Suppl.1), 11-16. 
 
Kazdin, A.E. (1997). Parent management training: Evidence, outcomes, and issues.   
Journal of the American Academy of Child and Adolescent Psychiatry, 36, 1349-
1356. 
 
Keisling, R. (1981). Underdiagnosis of manic-depressive illness in a hospital unit.   
American Journal of Psychiatry, 138, 672-673. 
 
 
 
                                                                  92
Keller, M. B. (1990). Depression: Underrocognition and undertreatment by  
psychiatrists and other health care professionals [Letter to the editor]. Archives of 
Internal Medicine, 150, 946-947. 
 
Kelly, K. (1995). “Unselling” drugs: The marketing of prevention. International Journal  
of the Addictions, 30, 1043-1051. 
 
Kendall, J. (2004, February 1). Talking back to Prozac. Boston Globe. Retrieved June 29,  
2004, from http://www.biopsychiatry.com/bigpharma/davidhealy.html 
 
Kerr, S. T. (1985). Referral in education and medicine: Differing patterns of  
development in specialized professions. Work and Occupations, 12, 416-436. 
 
Kessler, R. C., Avenevoli, S., & Reis-Merikangas, K. (2001). Mood disorders in  
children and adolescents: An epidemiolgic perspective. Biological Psychiatry, 49, 
1002-1014. 
 
Kessler, R. C., McGonagle, K. A., Zhao, S., Nelson, C. B., Hughes, M., Eshelman, S., et  
al.(1994). Lifetime and 12-month prevalence of DSM-III-R psychiatric disorders 
in the United States. Archives of General Psychiatry, 51, 8-19. 
 
Ketterer, M. W., Denollet, J., Chapp, J., Keteyian, S., Farha, A. J., Clark., V., et al.,  
(2004). Familial transmissability of early age at initial diagnosis in coronary heart 
disease (CHD): Males only, and mediated by psychosocial/emotional distress? 
Journal of Behavioral Medicine, 27, 1-10. 
 
Kimble, G. A. (1996). Psychology: The hope of a science. Cambridge, MA: The MIT  
Press. 
 
King, M., Davidson, O., Taylor, F., Haines, A., Sharp, D., & Turner, R. (2002).  
Effectiveness of teaching general practitioners skills in brief cognitive behavior 
therapy to treat patients with depression: Randomized controlled trial. British 
Medical Journal, 324, n.p. 
 
King, C. A., Ghaziuddin, N., McGovern, L., Brand, E., Hill, E., & Naylor, M. (1996).   
Predictors of comorbid alcohol and substance abuse in depressed adolescents. 
American Academy of Child and Adolescent Psychiatry, 35, 743-751.   
 
King County (2004, March 9). Youth health services: What is a school-based or linked  
teen health center? Retrieved October 3, 2004, from http://www.metrokc.gov/ 
health/yhs/thc.htm 
 
Klein, D., Lewinsohn, P. M., Seeley, J. R., & Rhode, P. (2001). A family study of major  
depressive disorder in a community sample of adolescents. Archives of General 
Psychiatry, 58, 13-20. 
 
                                                                  93
Klinkman, M. S. (1997). Competing demands in psychosocial care: A model for the  
identification and treatment of depressive disorders in primary care. General 
Hospital Psychiatry, 19, 98-111.   
 
Knitzer, J. (1982). Unclaimed children: The failure of public responsibility to children  
and adolescents in need of mental health services. Washington, DC: The 
Children's Defense Fund. 
 
Knitzer, J. (1993). Children's mental health policy: Challenging the future. Journal of  
Emotional and Behavioral Disorders, 1, 8-16. 
 
Kok, G., van den Borne, B., & Mullen, P. D. (1997). Effectiveness of health education  
and health promotion: Meta-analyses of effect studies and determinants of 
effectiveness. Patient Education & Counseling, 30, 19-27. 
 
Kolko, D. J., Bukstein, O. G., & Barron, J. (1999). Ritalin and behavior modification  
in children with ADHD and comorbid ODD or CD: Main and incremental effects 
across settings. Journal of the American Academy of Child & Adolescent 
Psychiatry, 38, 578-586. 
 
Kosky, R., McAlpine, I., Silburn, S., & Richmond, J. (1985). A survey of child  
psychiatry outpatients: Clinical and demographic characteristics. Australian and 
New Zealand Journal of Psychiatry, 19, 158-166. 
 
Kotler, P. (2003). Improving the impact of social marketing. Retrieved May 29, 2004,  
from Northwestern University, Kellogg School of Management Marketing Club 
Web site: http://www.kellogg.northwestern.edu/student/club/mc/General%20 
Announcments/Social%20Marketing1.6.21.02%20.ppt 
 
Kotler, P., & Zaltman, G. (1997). Social marketing: An approach to planned social  
change. Social Marketing Quarterly, 3, 7-20. 
 
Kramer, T., & Garralda, E. (1998). Psychiatric disorders in adolescents in primary care.  
British Journal of Psychiatry, 173, 508-513.  
 
Kubiszyn, T. (1999). Integrating health and mental health services in schools:  
Psychologists collaborating with primary care providers. Clinical Psychology 
Review, 19, 179-198. 
 
Kutcher, S. P., & Marton, P. (1989). Parameters of adolescent depression. Psychiatric  
Clinics of North America, 12, 895-918. 
 
Lahey, B. B., Loeber, R., Hart, E. L., Frick, P. J., Applegate, B., Zhang, Q., et al. (1995). 
Four-year longitudinal study of conduct disorder in boys: Patterns and predictors 
of persistence. Journal of Abnormal Psychology, 104, 83-93. 
 
                                                                  94
Lambert, M. C., Weisz, J. R., & Knight, F. (1989). Over- and undercontrolled clinic  
referral problems of Jamaican and American children and adolescents: The 
cultural general and the culture specific. Journal of Consulting and Clinical 
Psychology, 57, 467-472.   
 
Landau, S., Milich, R., & Diener, M. B. (1998). Peer relations of children with attention- 
deficit/hyperactivity disorder. Reading and Writing Quarterly: Overcoming 
Learning Difficulties, 14, 83-105. 
 
Lauber, C., Nordt, C., Falcato, L., & Rossler, W. (2003). Do people recognize mental  
illness? Factors influencing mental health literacy. European Archives of 
Psychiatry & Clinical Neuroscience, 253, 248-251. 
 
Last, C. G., & Strauss, C. C. (1990). School refusal in anxiety-disordered children and  
adolescents. Journal of the American Academy of Child & Adolescent Psychiatry, 
29, 31-35.   
 
Lavigne, J. V., Cicchetti, C., Gibbons, R. D., Binns, H. J., Larsen, L., & Devito, C.  
(2001). Oppositional defiant disorder with onset in preschool years: Longitudinal 
stability and pathways to other disorders. Journal of the American Academy of 
Child & Adolescent Psychiatry, 40, 1393-1400. 
 
LeFever, G. B., Dawson, K. V., & Morrow, A. L. (1999). The extent of drug therapy for  
attention-deficit-hyperactivity disorder among children in public schools. 
American Journal of Public Health, 89, 1359-1364. 
 
Leutwyler, K. (1996). Paying attention. Scientific American, 275, 12-14. 
 
Lewinsohn, P. M., Rohde, P., & Seeley, J. R. (1998). Major depressive disorder in  
older adolescent: Prevalence, risk factors, and clinical implications. Clinical 
Psychology Review, 18, 765-794. 
 
Lewinsohn, P. M., & Clarke, G. N. (1999). Psychosocial treatments for adolescent  
depression. Clinical Psychology Review, 19, 329-342. 
 
Lewinsohn, P. M., Rhode, P., & Seely, J. R. (1995). Adolescent psychopathology: III.   
The clinical consequences of comorbidity. Journal of the American Academy of 
Child and Adolescent Psychiatry, 34, 510-519. 
 
Lewis, T. J., & Newcomer, L. L. (2002). Examining the efficacy of school-based  
consultation: Recommendations for improving outcomes. Child & Family 
Behavior Therapy, 24, 165-181. 
 
Liebowitz, M. R., Gorman, J. M., Fyer, A. J., & Klein, D. F. (1985). Social phobia:  
Review of a neglected anxiety disorder. Archives of General Psychiatry, 42, 729-
736. 
                                                                  95
Liebowitz, M. R. (1999). Update on the diagnosis and treatment of social anxiety  
disorder. Journal of Clinical Psychiatry, 60, 22-26. 
 
Link, B. G., Phelan, J. C., Bresnahan, M., Stueve, A., & Pescosolido, B. A. (1999).  
Public conceptions of mental illness: Labels, causes, dangerousness, and social 
distance. American Journal of Public Health, 89, 1328-1333. 
 
Livingston, G., Yard, P., Beard, A., & Katona, C. (2000). A nurse-coordinated  
educational initiative addressing primary care professionals' attitudes to and 
problem-solving in depression in older people--a pilot study. International 
Journal of Geriatric Psychiatry, 15, 401-405. 
 
Llana, M. E., & Crismon, M. L. (1999). Ritalin: increased abuse or appropriate  
use? Journal of the American Pharmaceutical Association, 39, 526-30. 
 
Lloyd, J. W., Kauffman, J. M., Landrum, T. J., & Roe, D. L. (1991). Why do teachers  
refer pupils for special education? An analysis for referral records. Exceptionality, 
2, 115-126. 
 
Loeber, R., Burke, J. D., & Lahey, B. B. (2002). What are adolescent antecedents to  
antisocial personality disorder? Criminal Behavior & Mental Health, 12, 24-36. 
 
Loeber, R., Burke, J. D., Lahey, B. B., Winters, A., & Zera, M. (2002). Oppositional  
defiant and conduct disorder: A review of the past 10 years, part I. Journal of the 
American Academy of Child and Adolescent Psychiatry, 39, 1468-1484. 
 
Loeber, R., Green, S. M., Lahey, B. B., Frick, P. J., & McBurnett, K. (2000). Findings on  
 disruptive behavior disorders from the first decade of the Developmental Trends 
 Study. Clinical Child & Family Psychology Review, 3, 37-60. 
 
Loo, C., Tong, B., & True, R. (1989). A bitter bean: Mental health status and attitudes in  
Chinatown. Journal of Community Psychology, 17, 283-296. 
 
Loranger, A., & Levine, P. (1978). Age at onset of bipolar affective illness.  Archives of  
General Psychiatry, 36, 1345-1348. 
 
Ludwikowski, K., & DeValk, M. (1998). Attention-deficit/hyperactivity disorder: A  
neurodevelopmental approach. Journal of Child and Adolescent Psychiatric 
Nursing, 11, 17-29. 
 
Lurie, O. R. (1974). Parents' attitudes towards children's problems and toward use of  
mental health services: Socioeconomic differences. American Journal of 
Ortopsychiatry, 44, 109-120. 
 
MacQueen, G. M., & Young, L. T. (2001). Bipolar II disorder: Symptoms, course, and  
response to treatment. Psychiatric Services, 52, 358-361. 
                                                                  96
Mabe, A. P., Turner, K. M., & Josephson, A. M. (2001). Parent management training.  
Child and Adolescent Psychiatric Clinics of North America, 10, 451-464. 
 
Markantonakis, A., & Mathai, J. (1990). An evaluation of general practitioners'  
knowledge and satisfaction of a local child and family psychiatric service. 
Psychiatric Bulletin, 14, 328-329. 
 
Mash, E. J., & Dozois, D. J. A. (1996). Child psychopathology: A developmental- 
systems perspective. In E. J. Mash & R. A. Barkley (Eds.) Child psychopathology 
(pp.3-60). New York, NY: Guilford Press. 
 
Maughan, B., Rowe, R., Messer, J., Goodman, R., & Meltzer, H. (2004). Conduct  
disorder and oppositional defiant disorder in a national sample: Developmental 
epidemiology. Journal of Child Psychology & Psychiatry, 45, 609-621. 
 
Mayes, L. C. (1999). Addressing mental health needs of infants and young children.  
Child & Adolescent Psychiatric Clinics of North America, 8, 209-224. 
 
Mayfield, J., & Neil, J. B. (1983). Group treatment for children in substitute care. Source  
Social Casework, 64, 579-584. 
 
McConkey, R., & O'Connell, A. (1982). National survey of child referrals to  
psychologists. The Irish Journal of Psychology, 2, 85-95. 
 
McCormick, L. H. (2003). ADHD treatment and academic performance: A case series.  
Journal of Family Practice, 52, 620-624. 
 
McDermott, R. J. (2000). Social marketing: A tool for health education. American  
Journal of Health Behavior, 24, 6-10. 
 
McGinn, L. K. (2000). Cognitive behavioral therapy of depression: Theory, treatment,  
and empirical status. American Journal of Psychotherapy, 54, 257-262. 
 
McGough, J. J., Speier, P. L., & Cantwell, D. P. (1993). Obsessive-compulsive disorder  
in childhood and adolescence. School Psychology Review, 22, 243-251. 
 
Merti, M. (2000). Running on Ritalin. Psychology Today. Retrieved September 30,  
2002, from http://www.psychologytoday.com/htdocs/prod/contents/ PTO/PTO-
20000901-000005.HTML 
 
Millar, T. P. (1993). Overdiagnosis of ADD [Letter to the editor]. Canadian Journal of  
Psychiatry, 38, 238. 
 
Miller, A. (1995). Teacher’s attributions of causality, control and responsibility in  
respect of difficult pupil behavior and its successful management. Educational 
Psychology, 15, 457-471. 
                                                                  97
Mizuno, Y., Kennedy, M., Weeks-Norton, K., & Myllylouma, J. (2002). An  
examination of adolescents who were and were not exposed to “Teens Stopping 
AIDS”: Reaching the hard-to-reach. Journal of Health Communication, 7, 197-
203. 
 
Montagne, M. (2001). Mass media representations as drug information for patients: The  
Prozac phenomenon. Substance Use & Misuse, 36, 1231-1274. 
 
Montagne, M. R. (2002, May). Patient drug information from mass media sources  
[Electronic version]. Psychiatric Times, 19(5). Retrieved May 20, 2004 from 
http://www.psychiatrictimes.com/massmedia.html 
 
Moreau, D., & Weissman, M. M. (1992). Panic disorder in children and adolescents: A  
review. American Journal of Psychiatry, 149, 1306-1314. 
 
Morris, E. F. (2003). A study of the mental health knowledge and attitudes of preservice  
and inservice elementary school teachers. Dissertation Abstracts International, 
63, 12-B, 5757. 
 
National Institute for Health Care Management. (2000, September). Prescription drugs  
and mass media advertising. Retrieved May 20, 2004, from http://www.nihcm.org 
 
National Mental Health Association (n.d.) Childhood depression awareness day – May 4.  
Retrieved July 8, 2004, from http://nmha.org/children/green/index.cfm 
 
National Mental Health Association Advocacy Resource Center. (n.d.). Investment in  
children’s mental health services [Brochure]. Retrieved July 8, 2004, from 
http://www.nmha.org/ shcr/InvestmentinChildrensMentalHealthServices.pdf 
 
National Mental Health Association (2004). National screening for depression:  
Community-based screening programs for depression.  Retrieved June 29, 2004, 
from http://www.nmha.org/ccd/su 
 
Nemeroff, C. B., & Schatzberg, A. F. (1999). Recognition and treatment of  
psychiatric disorders: A psychopharmacology handbook for primary care. 
Washington, D.C.: American Psychiatric Press, Inc. 
 
Nierenberg, A. A. (2001). Current perspectives on the diagnosis and treatment of major  
depressive disorder.  The American Journal of Managed Care, 7(Suppl. 11), 
S353-S366. 
 
Nierenberg, A. A., Gray, S. M., & Grandin, L. D. (2001). Mood disorders and suicide.   
Journal of Clinical Psychiatry, 62(Suppl 25), 27-30. 
 
 
 
                                                                  98
Nixon, E. (2001). The social competence of children with attention- 
deficit/hyperactivity disorder: A review of the literature. Child and Adolescent 
Mental Health, 6, 172-180. 
 
Novak, V. (2001, September 21). New Ritalin ad blitz makes parents jumpy. Time  
Magazine. Retrieved September 30, 2002, from http://www.time. com/ time/ 
archiveresults/ 
 
O’Connell, V., & Zimmerman, R. (2002, January 14). Drug makers plug their pills as the  
cure for Americans’ struggle with grief, fear. The Wall Street Journal.  Retrieved 
May 20, 2004, from http://www.globalaging.org/health/us/depression/htm 
 
Offer, D., & Schonert-Reichl, K. A. (1992). Debunking the myths of adolescence:  
Findings from recent research. Journal of the American Academy of Child and 
Adolescent Psychiatry, 31, 1003-1014. 
 
Offord, D. R., & Bennett, K. J. (1994). Conduct disorder: Long-term outcomes and  
intervention effectiveness. Journal of the American Academy of Child & 
Adolescent Psychiatry, 33, 1069-1078. 
 
Offord, D. R., Boyle, M. H., Racine, Y. A., Fleming, J. E., Cadman, D. T., Munroe- 
Blum, H., et al. (1992). Outcome, prognosis, and risk in a longitudinal follow-up  
study. Journal of the American Academy of Child and Adolescent Psychiatry, 31, 
916-922. 
 
Oke, S., & Mayer, R. (1991). Referrals to child psychiatry - a survey of staff attitudes.   
Archives of Disease in Childhood, 66, 862-865. 
 
Olfson, M., Gameroff, M. J., Marcus, S. C., & Jensen, P. S. (2003). National trends in the  
treatment of attention deficit hyperactivity disorder. American Journal of 
Psychiatry, 160, 1071-1077. 
 
Olson, J. (2000). Clinical pharmacology made ridiculously simple. Miami, FL:  
MedMaster, Inc. 
 
Osceola Area School District. (2002, November 7). Special education: Screening,  
eligibility, placement and programs. Retrieved November 7, 2002, from 
http://www.poasd.org/ Departments/Special%20Education/special%20 
education.pdf 
 
Ostrove, N. M. (2001, July 24). Direct to consumer promotion. Statement presented to  
the Subcommittee on Consumer Affairs, Foreign Commerce, and Tourism and the 
Senate Committee on Commerce, Science, and Transportation. Retrieved July 7, 
2004 from, http://www.hhs.gov/asl.testify/t010424.html 
 
 
                                                                  99
Ouellette, E. M. (1991). Legal issues in the treatment of children with attention deficit  
hyperactivity disorder. Journal of Child Neurology, 6(Suppl. 1), S68-S75. 
 
Oxman, T. E., Harrigan, J., & Kues, J. (1993). Diagnostic patterns of family physicians  
for somatoform, depressive, and anxiety disorders. Journal of Family Practice, 
17, 439-446.  
 
Paradis, C. M., Friedman, S., Lazar, R.M., Grubea, J., & Kesselman, M. (1992). Use of  
a structured interview to diagnose anxiety disorders in a minority population. 
Hospital and Community Psychiatry, 43, 61-64. 
 
Park, R. J., & Goodyer, I. M. (2002). Clinical guidelines for depressive disorders in  
childhood and adolescence. European Child & Adolescent Psychaitry, 9, 147-161.   
 
Parkerson, G. R., & Broadhead, W. E.  (1997). Screening for anxiety and depression in  
primary care with the Duke Anxiety-Depression Scale. Family Medicine, 29, 177-
181. 
 
Parslow, R.A., & Jorm, A. F. (2002). Improving Australians’ depression literacy  
[Electronic version]. Medical Journal of Australia, 177, 117-121. 
 
Paule, M. G., Rowland, A. S., Ferguson, S. A., Chelonis, J. J., Tannock, R., Swanson,  
J. M., et al. (2000). Attention deficit/hyperactivity disorder: Characteristics, 
interventions and models. Neurotoxicology & Teratology, 22, 631-51.  
 
Paykel, E. S., Hart, D., & Priest, R. G. (1998). Changes in public attitudes to depression  
during the Defeat Depression Campaign. British Journal of Psychiatry, 173, 519-
522. 
 
Paykel, E. S., Tylee, A., Wright, A., Priest, R. G., Rix, S., & Hart, D. (1997). The Defeat  
Depression Campaign: Psychiatry in the public arena. American Journal of 
Psychiatry, 154, 59-65. 
 
Peach, L., & Reddick., T. L. (1991). Counselors can make a difference in preventing  
adolescent suicide. School Counselor, 39, 107-110. 
 
Pearce, J. B. (1981). Drug treatment of depression in children. International Journal of  
Child and Adolescent Psychiatry, 46, 317-328. 
 
Pelham, W. E., & Lang, A. R. (1999). Can your children drive you to drink?  Stress and  
parenting in adults interacting with children with ADHD. Alcohol Research & 
Health, 23, 292-298. 
 
 
 
 
                                                                  100
Pelham, W. E., Lang, A. R., Atkeson, B., Murphy, D. A., Gnaggy, E. M., Greiner, A.  
R., et al.(1997). Effects of deviant child behavior on parental distress and alcohol 
consumption in laboratory interactions. Journal of Abnormal Child Psychology, 
25, 413-424.  
 
Pena, M. (1996). Organizing an ADHD organization and developing programs for  
teachers and parents in a small country: Costa Rica as a model.  Paper presented 
at the Annual Conference of Children and Adults with Attention Deficit 
Disorders, Chicago, IL. 
 
Perez-Stable, E. J., Miranda, J., Munoz, R. F., & Ying,Y. W. (1990). Depression in  
medical outpatients: Underrecognition and misdiagnosis. Archives of Internal 
Medicine, 150, 1083-1088. 
 
Phillips, D. M., Longlett, S. K., Murlrine, C., Kruse, J., & Kewney, R. (1999). School  
problems and the family physician. American Family Physician, 59, 2816-2824. 
 
Poznanski, E. (1981). Childhood depression: The outcome. International Journal of  
Child and Adolescent Psychiatry, 46(Suppl. 6), 297-304. 
 
President’s New Freedom Commission on Mental Health (2002, December 26).  
Achieving the Promise: Transforming Mental Health Care in America. Retrieved 
October 3, 2004, from http://www.mentalhealthcommission.gov/reports/ 
FinalReport/FullReport-05.htm  
 
Radomsky, A. S., & Otto, M. W. (2001). Cognitive-behavioral therapy for social anxiety  
disorder. Source Psychiatric Clinics of North America, 24, 805-15. 
 
Rahmatalla, A. O., Jumaian, A., & Hosin, A. (1996). Literature review on obsessive  
compulsive disorder in children and adolescents. Arab Journal of Psychiatry, 7, 
161-175. 
 
Rao, U., Daley, S. E., & Hammen, C. (2000). Relationship between depression and  
substance use disorders in adolescent women during the transition to adulthood. 
Journal of the American Academy of Child and Adolescent Psychiatry, 39, 215-
222. 
 
Rapaport, M. H., & Suminski, M. (1994). National Depression Screening Day: The San  
Diego experience. Hospital & Community Psychiatry, 45, 1042-1043. 
 
Rayfield, A., Monaco, L., & Eybeg, S. (1999). Parent-child interaction therapy with  
oppositional children: Review and clinical strategies. In Russ, S. W. & Ollendick, 
T. H. (Eds.), Handbook of psychotherapies with children and families: Issues in 
clinical child psychology (pp. 327-343), New York, NY: Plenum. 
 
 
                                                                  101
Reddy, Y. C., & Srinath, S. (2000). Juvenile bipolar disorder. Acta Psychiatrica  
Scandinavica, 102, 162-70. 
 
Reynolds, W. M. & Johnston, H. F. (Eds.). (1994). Handbook of depression in  
children and adolescents. New York, NY: Plenum Press. 
 
Riddle, M. (1998). Obsessive-compulsive disorder in children and adolescents. British  
Journal of Psychiatry, 173(Suppl. 35), 91-96.  
 
Roberts, R. E., Attkisson, C. C., & Rosenblatt, A. (1998). Prevalence of psychopathology  
among children and adolescents. American Journal of Psychiatry, 155, 715-725. 
 
Roberts, S., & Partridge, I. (1998). Allocation of referrals within a child and adolescent  
mental heath service. Psychiatric Bulletin, 22, 487-489. 
 
Robison, L. M., Skaer, T. L., Sclar, D. A., & Galin, R. S. (2002). Is attention deficit  
hyperactivity disorder increasing among girls in the U.S.? Trends in diagnosis and 
the prescribing of stimulants. CNS Drugs, 16, 129-137. 
 
Rosenthal, M. P., Goldfarb, N. I., Carlson, B. L., Sagi, P. C., & Balaban, D. J. (1987).   
Assessment of depression in a family practice center. Journal of Family Practice, 
25, 143-149. 
 
Rotheram-Borus, M. J., O’Keef, Z., Kracker, R., & Foo, H. (2000). Prevention of HIV  
among adolescents. Prevention Science, 1 ,15-30. 
 
Rowe, R., Maughan, B., Pickles, A., Costello, E. J., & Angold, A. (2002). The  
relationship between DSM-IV oppositional defiant disorder and conduct disorder: 
Findings from the Great Smoky Mountains Study. Journal of Child Psychology & 
Psychiatry & Allied Disciplines, 43, 365-373. 
 
Rowlings, L., & Jeffreys, V. (2000). Challenges in the development and monitoring of  
health promotion in schools. Health Education, 100, 117. Retrieved May 11, 
2004, from http://proquest.umi.com.ezproxy.library.drexel.edu/pqdweb 
?index+23&sid=1& srchmode=1&v 
 
Rubia, K., & Smith, A. (2001). Attention deficit-hyperactivity disorder: Current findings  
and treatment. Current Opinion in Psychiatry, 14, 309-316. 
 
Rubinson, E. P. (1987). Major depression: Diagnostic problems and misconceptions  
[Letter to the editor]. Journal of Clinical Psychiatry, 48, 255-256. 
 
Rubinson, E. P., & Asnis, G. M. (1987). Major depression: Diagnostic problems and  
misconceptions. Journal of Clinical Psychiatry, 48, 255-256. 
 
 
                                                                  102
Ruston, J. L., Clar, S. J., & Freed, G.L. (2002). Pediatrician and family physician  
prescription of selective serotonin reputake inhibitors. Pediatrics, 105, E82. 
 
Rutz, W. (1999). Improvement of care for people suffering from depression: The need  
for comprehensive education. International Journal of Psychopharmacology, 
14(Suppl. 3), S27-S33. 
 
Ryerson, D. (1990). Suicide awareness education in schools: The development of a core  
program and subsequent modifications for special populations or institutions. 
Death Studies, 14, 371-390. 
 
Safer, D. J., & Krager, J. M. (1984). Trends in medication therapy for hyperactivity:  
National and international perspectives. Advances in Learning & Behavioral 
Disabilities, 3, 125-149. 
 
Safer, D. J., & Zito, J. M. (1999). Psychotropic medication for ADHD. Mental  
Retardation & Developmental Disabilities Research Reviews, 5, 237-242. 
 
Safran, S. P., Safran, J. S., & Barcikowski, R. S. (1988). Assessing teacher  
manageability: A factor analytic approach. Behavioral Disorders, 13, 245-252. 
 
Sanford, M., Szatmari, P., Spinner, M., Munroe-Blum, H., Jamieson, E., Walsh, C., et al.  
(1995). Predicting the one-year course of adolescent major depression.  Journal of 
the American Academy of Child and Adolescent Psychiatry, 34, 1618-1628. 
 
Sartorius, N., Uestuen, T. B., Lecrubier, Y., & Wittchen, H. (1996). Depression comorbid  
with anxiety: Results from the WHO study on “Psychological disorders in 
primary health care.” British Journal of Psychiatry, 168, 38-43. 
 
Schaeffer, C. M., Weist, M. D., & McGrath, J. W. (2003). Children with special  
health care needs in school: Responding to the challenges through comprehensive 
school-based health care. In M. D. Weist (Ed.), Handbook of school mental 
health: Advancing practice and research (pp. 223-235). New York, NY: Kluwer 
Academic/Plenum Publishers. 
 
Schatz, A. M., Ballantyne, A. O., & Trauner, D. A. (2001). Sensitivity and specificity of  
a computerized test of attention in the diagnosis of Attention-
Deficit/Hyperactivity Disorder. Assessment, 8, 357-365. 
 
Schoenbaum, M., Unutzer, J., Sherbourne, C., Duan,  N., Rubenstein, L.V., Mirnda, J., et  
al. (2002). Cost-effectiveness of practice-initiated quality improvement for 
depression: Results of a randomized controlled trial. Journal of the American 
Medical Association, 286, 1325-1330. 
 
 
 
                                                                  103
Schonfeld, W. H., Verboncoeur, C. J., Fifer, S. K., Lipschutz, R. C., Lubeck, D. P., &  
Buesching, D. P. (1997). The functioning and well-being of patients with 
unrecognized anxiety disorders and major depressive disorder. Journal of 
Affective Disorders, 43, 105-119. 
 
Schulberg, H. C., & McClelland, M. (1987). A conceptual model for educating primary  
care providers in the diagnosis and treatment of depression.  General Hospital 
Psychiatry, 9, 1-10. 
 
Sciutto, M. J., Terjesen, M. D., & Bender-Frank, A. S. (2000). Teachers' knowledge and  
misperceptions of attention-deficit/hyperactive disorder. Psychology in the 
Schools, 37, 115-122. 
 
Screening for Mental Health, Inc. (n.d.). National Depression Screening Day. Retrieved  
June 29, 2004, from http://www.mentalhealthscreening.org/depression.htm 
 
Screening for Mental Health, Inc. (n.d.). SOS High School Suicide Prevention Program.  
Retrieved October 3, 2004, from http://www.mentalhealthscreening.org/sos_ 
highschool/ 
 
Searight, H. R. & McLaren, A. L. (1998). Attention-deficit hyperactivity disorder: The  
medicalization of misbehavior. Journal of Clinical Psychology in Medical 
Settings, 5, 467-495. 
 
Senate Rules Committee. (2004, March 16). SJR 24 Senate Joint Resolution Bill  
Analysis. Retrieved May 20, 2004, from http://info.sen.ca.gov/pub/ 
bill/sen/sb_0001-0050/sjr_24_cfa_20040308_162040_sen_comm.html 
 
Servant, D., & Parquet, P. J. (2000). Diagnosis and management of panic disorder in  
psychiatry (PANDA Study). Encephale, 26, 33-37. 
 
Seibert, M. A. K. (2002). Increasing parent-child agreement for childhood anxiety  
through educational parent groups. Dissertation Abstracts International, 62, 7-B, 
3389. 
 
Shaffer, D., Fisher, P., Dulcan, M. K., Davies, M., Piacentini, J., Schwab-Stone, M. E., et  
al. (1996). The NIMH Diagnostic Interview Schedule for Children Version 2.3 
(DISC-2.3): Description, acceptability, prevalence rates, and performance in the 
MECA study. Journal of the American Academy of Child & Adolescent 
Psychiatry, 35, 865-877. 
 
Shah, R., & Waller, G. (2000). Parental style and vulnerability to depression: The role of  
core beliefs. Journal of Nervous & Mental Disease, 188, 19-25. 
 
 
 
                                                                  104
Shaw, S. R., Kelly, D. P., Joost, J. C., & Parker-Fisher, S. J. (1995). School-linked  
and school-based health services: A renewed call for collaboration between 
school psychologists and medical professionals. Psychology in the Schools, 32, 
190-201. 
 
Shelley, M. L. (2004) Increased (E)-4-hydroxy-2-nonenal and asymmetric  
dimethylarginine concentrations and decreased nitric oxide concentrations in the 
plasma of patients with major depression. Journal of Affective Disorders, 80, 249-
256. 
 
Siegel, D. J. (1981). Children's behavior problems and referral for school psychological  
services. Psychology in the Schools, 18, 364-368. 
 
Slaff, B. (1981). The history of adolescent psychiatry. Adolescent Psychiatry, 9, 7-21.  
 
Slater, M. (2003). Psychiatry and the media: from pitfalls to possibilities [Electronic  
 version]. Psychiatric Bulletin, 27, 123-125.  
 
Somen, S. (1984). Behavioural problems of school children as viewed and handled by  
teachers: An empirical study. Child Psychiatry Quarterly, 17, 113-126. 
 
Son, S. E., & Kirchner, J. T. (2000). Depression in children and adolescents. American  
Family Physician, 62, 2297-2308. 
 
Souza, I., Serra, M. A., Mattos, P., & Franco, V. A. (2001). Comorbidity among children  
and adolescents with attention-deficit disorder: Preliminary results. Arquivos de 
Neuro-Psiquiatria, 59, 401-406. 
 
Spence, S. H., Donovan, C., & Brechman-Toussaint, M. (1999). Social skills, social  
outcomes, and cognitive features of childhood social phobia. Journal of Abnormal 
Psychology, 108, 211-221. 
 
Spencer, T., Biederman, J., & Wilens, T. (2000). Psychopharmacology of attention  
deficit hyperactivity disorder. Child and Adolescent Psychiatric Clinics of North 
America, 9, 77-97.   
 
Stanger, C., & Lewis, M. (1993). Agreement among parents, teachers, and children on  
internalizing and externalizing behavior problems. Journal of Clinical Child 
Psychology, 22, 107-115.  
 
Strauss, C. C., Frame, C. L., & Forehand, R. (1987). Psychosocial impairment  
associated with anxiety in children. Journal of Clinical Child Psychology, 16, 
235-239. 
 
 
 
                                                                  105
Strauss, C. C., Lahey, B. B., Frick, P., Frame, C. L., & Hynd, G. W. (1988). Peer  
social status of children with anxiety disorders. Journal of Consulting and 
Clinical Psychology, 56, 137-141. 
 
Stiffman, A. R., Chen, Y., Elze, D., Dore, P., & Gheng, L. (1997). Adolescents’ and  
providers’ perspectives on the need for and use of mental health services. Journal 
of Adolescent Health, 21, 335-342. 
 
Strober, M., Rao, U., DeAntonio, M., Liston, E., State, M., Amaya-Jackson, L., et al.  
(1998). Effects of electroconvulsive therapy in adolescents with severe 
endogenous depression resistant to pharmacotherapy. Biological Psychiatry, 43, 
335-338. 
 
Stokes, P. E. (1993). Current issues in the treatment of major depression. Journal of  
Clinical Psychopharmacology, 13(6, Suppl.2), 2S-9S. 
 
Suarez, L. M. (2000). Determinants of the impact of child externalizing behavior on  
mothers and fathers: An examination of longitudinal outcomes. Dissertation 
Abstracts International, 61, 6-B, 3293. 
 
Swick, K., & Howard, R. C. (1975). Disruptive behavior: Causes, effects, solutions.  
Journal of Instructional Psychology, 2, 19-26. 
 
Taieb, O., Flament, M., Chevret, S., Jeammet, P., Allilaire, J., Mazet, P., et al. (2002).  
Clinical relevance of electroconvulsive therapy (ECT) in adolescents with severe 
mood disorder: Evidence from a follow-up study. European Psychiatry, 17, 206-
212. 
 
Thambirajah, M. S. (1998). Danger is one of overdiagnosis. British Journal of Medicine,  
317, 1250. 
 
Thomas, K. (2001, August 28). Back to school for ADHD drugs. USA Today. Retrieved  
July 7, 2004, from http://www.usatoday.com/live/2001-08-28-adhd.htm 
 
Thomas, S. A., & Hargett, T. (1999). Mental health care: A collaborative, holistic,  
approach. Holistic Nursing Practice, 13, 78-85. 
 
Todman, J., Justice, S., & Swanson, I. (1991). Disruptiveness and referral to the  
educational psychology service. Educational Psychology in Practice, 6, 1991. 
 
Toufexis, A. (1989, January 16). Worries about overactive kids: Are too many youngsters  
being misdiagnosed and medicated? Time Magazine, Retrieved September 30, 
2002 from, http://www.time.com/time/archiveresults/1,10892,00.html 
 
 
 
                                                                  106
Tuettemann, E., & Punch, K. F. (1992). Teachers' psychological distress: The  
ameliorating effects of control over the work environment. Educational Review, 
44, 181-194.   
 
Tuma, J. (1989). Mental health services for children: The state of the art. American  
Psychologist, 44, 188-199. 
 
Turner, S. M., Beidel, D. C., Dancu, C. V., & Stanley, M. A. (1989). An empirically  
derived inventory to measure social fears and anxiety: The social phobia and 
anxiety inventory.  Psychological Assessment, 1, 35-40. 
 
Tylee, A. (1999). Depression in the community: physician and patient perspective.   
Journal of Clinical Psychiatry, 60(Suppl. 7), 12-16. 
 
U.S. Department of Health and Human Services. (1996). Mental health: A report of the  
Surgeon Ggeneral. Rockville, MD: Author. 
 
Valente, S. M. (1996). Diagnosis and treatment of panic disorder and generalized  
anxiety in primary care. Nurse Practitioner, 21, 26-38. 
 
van de Wiel, N., Matthys, W., Cohen-Kettenis, P. C., & van Engeland, H. (2002).  
Effective treatments of school-aged conduct disordered children: 
Recommendations for changing clinical and research practices. European Child 
and Adolescent Psychiatry, 11, 79-84. 
 
van Os, T. W. P., Ormel, J., van den Brink, R. H. S., Jenner, J. A., Vander Meer, K.,  
Tiemens, B. G., et al. (1999). Training primary care physicians improves the 
management of depression. General Hospital Psychiatry, 21, 168-176. 
 
Vanin, J. R., & Vanin, S. K. (1999). Blocking the cycle of panic disorder. Ways to gain  
control of the fear of fear. Postgraduate Medicine, 105, 141-146. 
 
Vardill, R., & Calvert, S. (2000). Gender imbalance in referrals to an education  
psychology service. Educational Psychology in Practice, 16, 2000. 
 
Velting, O. N., & Albano, A. M. (2001). Current trends in the understanding and  
treatment of social phobia in youth. Journal of Child Psychiatry, 42, 127-140. 
 
 
Verhulst, F. C., & van der Ende, J. (1991). Four year follow-up of teacher-reported  
problem behaviours. Psychological Medicine, 21, 965-977. 
 
 
Volkmar, F. R., & Schwab-Stone, M. (1996). Annotation: childhood disorders in the  
DSM-IV. Journal of Child Psychology and Psychiatry, 37, 779-784. 
                                                                  107
Wagner, K. D., Ambrosini, P., Rynn, M., Wholberg, C., Yang, R., Greenbaum, M. S.,  
et al. (2003). Efficacy of sertraline in the treatment of children and adolescents 
with major depressive disorder: Two randomized controlled trials. Journal of the 
American Medical Association, 290, 1033-1041. 
 
Wahl, O. F. (2003). News media portrayal of mental illness: Implications for public  
policy. American Behavioral Scientist, 46, 1594-1600. 
 
Waldron, N. L., McLeskey, J., Skiba, R. J., Jancaus, J., & Schulmeyer, C. (1998). High  
and low referring teachers: Two types of tests? School Psychology International,  
19, 31-41. 
 
Walker, J. R., & Kjernistead, K. D. (2000). Fear: The impact and treatment of social  
phobia. Journal of Psychopharmacology, 14(2 Suppl. 1), S13-S23. 
 
Walker, Z., Townsend, J., Oakley, L., Donovan, C., Smith, H., Hurst, Z., et al. (2002).  
Health promotion for adolescents in primary care: randomized controlled trial 
[Electronic version]. British Medical Journal, 325, 524. 
 
Warner, V., Mufson, L., & Weissman, M. (1994). Offspring at high and low risk for  
depression and anxiety: Mechanisms of psychiatric disorder. American Academy 
of Child and Adolescent Psychiatry, 34, 786-797. 
 
Watson, J. M. (2002). Therapeutic potential of serotonin antagonists in depressive  
disorders. Expert Opinion on Investigational Drugs, 11, 457-467. 
 
Weaver, J. D., Dingman, R. L., Morgan, J., Hong, B. A., & North, C. S. (2000). The  
American Red Cross disaster mental health services: Development of a 
cooperative, single, function, multidisciplinary servie model. Journal of 
Behavioral Health Services & Research, 27, 314-320. 
 
Webster-Stratton, C., & Lindsay, D. W. (1999). Social competence and conduct problems  
in young children: Issues in assessment. Source Journal of Clinical Child 
Psychology, 28, 25-43. 
 
Weinreich, N.K. (n.d.). What is social marketing? Retrieved May 21, 2004, from http:// 
 www.social-marketing.com/Whatis.html 
 
Weissman, M. M. (1990). The hidden patient: Unrecognized panic disorder. Journal  
of Clinical Psychiatry, 51(Suppl. 5-8). 
 
Weissman, M. M., Leckman, J. F., Merikangas, K. R., Gammon, G. D., & Prusoff, B. A.  
(1984).  Depression and anxiety disorders in parents and children: Results from 
the Yale family study. Archives of General Psychiatry, 41, 845-852. 
 
 
                                                                  108
Weisz, J. R., Suwanlert, S., Chaiyasit, W., & Walter, B. R. (1987). Over-and  
undercontrolled referral problems among children and adolescents from Thailand 
and the United States: The wat and wai of cultural differences. Journal of 
Consulting and Clinical Psychology, 55, 719-726.   
 
Weisz, J. R., Suwanlert, S., Chaiyasit, W., Weiss, B., Achenbach, T., & Eastman, K. L.  
(1993). Behavioral and emotional problems among Thai and American 
adolescents: Parent Reports for ages 12-16. Journal of Abnormal Psychology, 
102, 395-403. 
 
Weisz, J. R., & Weiss, B. (1991). Studying the "referrability" of child problems. Journal  
of Consulting and Clinical Psychology, 59, 266-273. 
 
Weller, E. B., Weller, R. A., & Fristad, M. A. (1995). Bipolar disorder in children:  
Misdiagnosis, underdiagnosis, and future directions. Journal of the American 
Academy of Child and Adolescent Psychiatry, 34, 709-714.    
 
Wells, B. G. (1999). Underrocgnition and undertreatment of depression: What is the  
pharmacist's culpability? Pharmacotherapy, 19, 1237-1239. 
 
Weist, M. D., Goldstein, A., Morris, L., & Bryant, T. (2003). Integrating expanded school  
mental health programs and school-based health centers. Psychology in the  
Schools, 40, 297-308. 
 
Wender, E. H. (1995). Attention-deficit hyperactivity disorders in adolescence. Journal  
of Developmental & Behavioral Pediatrics, 16, 192-195. 
 
Wetzel, J. E. (1982). Perceptions of the need for referral to a mental health center by  
parents, mental health professionals and teachers. Dissertation Abstracts 
International, 43, 3-A, 740. 
 
Wheeler, P. L. (1997). Factors affecting the utilization of mental health services by older  
adults. Dissertation Abstracts International, 58, 1-B, 0132. 
 
Wittchen, H. U., Stein, M. B., & Kessler, R. C. (1999). Social fears and social phobia in a  
community sample of adolescents and young adults: Prevalence, risk factors and 
comorbidity. Psychological Medicine, 29, 309-323. 
 
Wood, C. D. (2003). Self-reported mental illness in dental school clinic  
population. Journal of Dental Education, 67, 500-504. World Health 
Organization. (2001). The world health report 2001 – Mental health: New  
understanding, new hope. Geneva, Switzerland: Author 
 
 
 
 
                                                                  109
Wu, P., Hoven, C. W., Bird, H. R., Moore, R. E., Cohen, P., Alegria, M., et al.  
(1999). Depressive and disruptive disorders and mental health service utilization 
in children and adolescents. American Academy of Child and Adolescent 
Psychiatry, 38, 1081-1090. 
 
Wu, P., Hoven, C. W., Cohen, P., Liu, X., Moore, R. E., Tiet, Q., Okezie, N., Wicks, J.,  
& Bird, H. R. (2001). Factors associated with the use of mental health services for 
depression by children and adolescents. Psychiatric Services, 52, 189-195. 
 
Xippolitos, E. G. (1999). Diagnostic specificity of ADHD-like symptoms: What can  
etiology and neuropsychology assessment tell us? Dissertation Abstracts 
International, 60, 5-B, 2375. 
 
Yale Medical Group (2003). Child and adolescent mental health: Oppositional defiant  
disorder. Retrieved July 8, 2004, from http://ymghealthinfo.org/content.asp? 
pageid=P02573 
 
Yeh, M., & Weisz, J. R. (2001). Why are we here: Parent-child (dis)agreement on  
referral problems at outpatient treatment entry. Journal of Consulting and Clinical 
Psychology, 69, 1018-1025. 
 
Yeo, S. G., Parker, G., Mahendran, R., Jorm, A. F., Yap, H. L., Lee, C., et al. (2001).  
Mental health literacy survey of psychiatrically and generally trained nurses 
employed in a Singapore psychiatric hospital. International Journal of Nursing 
Practice, 7, 414-421. 
 
Yoder, C. Y., Shute, G. E., & Tryban, G. M. (1990). Community recognition of objective  
and subjective characteristics of depression. American Journal of Community 
Psychology, 18, 547-565. 
 
Yoon, J. S. (2002). Teacher characteristics as predictors of teacher-student relationships:  
Stress, negative affect, and self-efficacy. Social Behavior & Personality, 30, 485-
493. 
 
Zahn-Waxler, C., Klimes-Dougan, B., & Slattery, M. J. (2000). Internalizing problems of  
childhood and adolescence: Prospects, pitfalls, and progress in understanding the 
development of anxiety and depression. Development and Psychopathology, 12, 
443-466. 
 
Zernike, K., & Petersen, M. (2001, August 18). Schools’ backing of behavior drugs  
comes under fire. The New York Times. Retrieved July 1, 2004, from 
http://www.resultsproject.net/schools_backing_of_behavior_drugs.html 
 
Zimmerman, M., & Mattia, J. I. (1999). Psychiatric diagnosis in clinical practice: Is  
comorbidity being missed? Comprehensive Psychiatry, 40, 138-191. 
 
                                                                  110
Zohar, A. H. (1999). The epidemiology of obsessive-compulsive disorder in children  
and adolescents. Child and Adolescent Psychiatric Clinics of North America, 8, 
445-460. 
 
Zung, W. (1980). The clinical course of undiagnosed depressions. Journal of Clinical  
Psychiatry, 41, 186-190. 
 
Zung, W., Magill, M., Moore, J. T., & George, D. T. (1983). Recognition and treatment  
of depression in a family medical practice. Journal of Clinical Psychiatry, 44, 3-6. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
                                                                  111
Appendix A: Demographic Information (Parent) 
 
 
 
 
1. Gender:  
_____ Male _____ Female 
 
2. Age: 
_____ 20-30 _____ 30-40 _____40-50       _____ 50-60  _____ over 60 
 
3. Highest degree obtained:  
_____ Bachelors      _____Masters     _____ Doctoral     Other ________ 
         (specify) 
4. In what type of school is your child enrolled? 
_____ Middle School  _____ High School        Other ________ 
             (specify)  
5. What type of school does your child attend? 
_____ Public  _____ Private  _____ Parochial 
 
_____ Vocational _____ Magnet  _____ Charter      Other ________ 
           (specify) 
6. Prior experience with social anxiety disorder: 
_____ None  _____ Special training (specify)  _____ Literature Review   Other ________ 
                       (specify) 
7. Prior experience with attention-deficit/hyperactivity disorder:  
_____ None _____ Special training (specify) _____ Literature Review   Other ________ 
                      (specify) 
8. Prior experience with depression:  
_____ None _____ Special training (specify) _____ Literature Review   Other ________ 
                      (specify) 
9. Prior experience with oppositional defiant disorder:  
_____ None _____ Special training (specify) _____ Literature Review   Other ________ 
                      (specify) 
10. Confidence in ability to recognize a child with social anxiety disorder: 
 
Not Confident------------------------------------Moderately Confident-------------------------------Very Confident 
0                       1                       2                     3                        4                      5                     6                      7 
 
11. Confidence in ability to recognize a child with attention-deficit/hyperactivity disorder: 
 
Not Confident------------------------------------Moderately Confident-------------------------------Very Confident 
0                       1                       2                     3                        4                      5                     6                      7 
12. Confidence in ability to recognize a child with depression: 
 
Not Confident------------------------------------Moderately Confident-------------------------------Very Confident 
0                       1                       2                     3                        4                      5                     6                      7 
 
 
13. Confidence in ability to recognize a child with oppositional defiant disorder: 
 
Not Confident------------------------------------Moderately Confident-------------------------------Very Confident 
0                       1                       2                     3                        4                      5                     6                      7 
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14. Please check whether you have a child who has received a diagnosis for the following: 
 
_____ Attention-Deficit/Hyperactivity Disorder 
 
_____ Social Anxiety Disorder 
 
_____ Depression 
 
_____ Oppositional Defiant Disorder 
 
15. How distressing do you find encounters with children who have attention-deficit/hyperactivity    
disorder? 
 
Not Distressing------------------------------Somewhat Distressing---------------------------------Very Distressing 
0                      1                        2                 3                        4                       5                     6                      7 
 
16. How distressing do you find encounters with children who have social anxiety disorder? 
 
Not Distressing-----------------------------Somewhat Distressing----------------------------------Very Distressing 
0                      1                        2                3                        4                       5                     6                      7 
 
17. How distressing do you find encounters with children who have depression? 
 
Not Distressing-----------------------------Somewhat Distressing----------------------------------Very Distressing 
0                      1                        2                3                        4                       5                     6                      7 
 
18. How distressing do you find encounters with children who have oppositional defiant disorder?  
 
Not Distressing-----------------------------Somewhat Distressing----------------------------------Very Distressing 
0                      1                        2                3                        4                       5                     6                      7 
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Appendix B: Demographic Information (School Personnel) 
 
 
 
 
1. Gender: 
_____ Male _____ Female 
 
2. Age: 
_____ 20-30 _____ 30-40 _____40-50       _____ 50-60  _____ over 60 
 
3. Highest degree obtained: 
_____ Bachelors      _____Masters     _____ Doctoral     Other ________ 
         (specify) 
4. Discipline: 
_____ Teaching        _____ School Counseling        _____ School Psychology       Other ________ 
          (specify) 
5. Currently working in: 
_____ Middle School  _____ High School        Other ________ 
             (specify)  
6. School currently working in: 
_____ Public  _____ Private  _____ Parochial 
 
_____ Vocational _____ Magnet  _____ Charter      Other ________ 
           (specify) 
7. Years of experience: _____ 
 
8. Prior experience with social anxiety disorder: 
_____ None  _____ Special training (specify)  _____ Literature Review   Other ________ 
                       (specify) 
9. Prior experience with attention-deficit/hyperactivity disorder: 
_____ None _____ Special training (specify) _____ Literature Review   Other ________ 
                      (specify) 
10. Prior experience with depression: 
_____ None _____ Special training (specify) _____ Literature Review   Other ________ 
                      (specify) 
11. Prior experience with oppositional defiant disorder: 
_____ None _____ Special training (specify) _____ Literature Review   Other ________ 
                      (specify) 
12. Confidence in ability to recognize a child with social anxiety disorder: 
 
Not Confident------------------------------------Moderately Confident-------------------------------Very Confident 
0                       1                       2                     3                        4                      5                     6                      7 
 
13. Confidence in ability to recognize a child with attention-deficit/hyperactivity disorder: 
 
Not Confident------------------------------------Moderately Confident-------------------------------Very Confident 
0                       1                       2                     3                        4                      5                     6                      7 
 
14.  Confidence in ability to recognize a child with depression: 
 
Not Confident------------------------------------Moderately Confident-------------------------------Very Confident 
0                       1                       2                       3                        4                      5                   6                      7 
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15.  Confidence in ability to recognize a child with oppositional defiant disorder:  
 
Not Confident------------------------------------Moderately Confident-------------------------------Very Confident 
0                       1                       2                    3                      4                      5                     6                        7 
 
16. If you believed a student to have attention-deficit/hyperactivity disorder, how likely would you be to 
initiate dialog with the child's parents regarding this disorder?  
 
Not Likely----------------------------------------Somewhat Likely----------------------------------------Very Likely 
0                      1                        2                    3                      4                       5                     6                       7 
 
17. If you believed a student to have social anxiety disorder, how likely would you be to initiate dialog  
with the child's parents regarding this disorder?   
 
Not Likely------------------------------------------Somewhat Likely--------------------------------------Very Likely 
0                      1                        2                     3                       4                       5                     6                     7 
 
18. If you believed a student to have depression, how likely would you be to initiate dialog with the child's 
parents regarding this disorder?   
 
Not Likely------------------------------------------Somewhat Likely--------------------------------------Very Likely 
0                      1                        2                       3                     4                       5                     6                     7 
 
19. If you believed a student to have oppositional defiant disorder, how likely would you be to initiate  
  dialog with the child's parents regarding this disorder?  
 
Not Likely------------------------------------------Somewhat Likely--------------------------------------Very Likely 
0                      1                        2                       3                     4                       5                     6                     7 
 
20.  How many referrals or requests for referrals to counseling and/or psychological services have you 
made for the following within the past year?  
 
_____Attention-Deficit/Hyperactivity Disorder 
_____Social Anxiety Disorder 
_____Depression 
_____Oppositional Defiant Disorder 
 
21. How distressing do you find encounters with students who have attention-deficit/hyperactivity  
 disorder?  
 
Not Distressing-------------------------------Somewhat Distressing-------------------------------Very Distressing 
0                      1                        2                  3                        4                       5                     6                      7 
 
22. How distressing do you find encounters with students who have social anxiety disorder? 
 
Not Distressing-------------------------------Somewhat Distressing-------------------------------Very Distressing 
0                      1                        2                  3                        4                       5                     6                      7 
 
23. How distressing do you find encounters with students who have depression? 
 
Not Distressing-------------------------------Somewhat Distressing--------------------------------Very Distressing 
0                      1                        2                   3                        4                       5                     6                      7 
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24. How distressing do you find encounters with students who have oppositional defiant disorder?  
 
Not Distressing------------------------------Somewhat Distressing---------------------------------Very Distressing 
0                      1                        2                 3                        4                       5                     6                      7 
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Appendix C: KADDS 
 
 
 
 
Please answer the following questions regarding Attention-Deficit/Hyperactivity Disorders (ADHD).  
If you are unsure of an answer, respond Don't Know (DK), DO NOT GUESS. 
 
True (T), False (F), or Don't Know (DK) (circle one): 
                     
 1. T   F DK Most estimates suggest that ADHD occurs in approximately 15% of school age  
   children.  
                    
 2.  T   F  DK Current research suggests that ADHD is largely the result of ineffective  
   parenting skills. 
 
 3.  T   F DK ADHD children are frequently distracted by extraneous stimuli. 
 
 4.   T   F  DK   ADHD children are typically more compliant with their fathers than with their  
   mothers. 
 
 5. T   F  DK In order to be diagnosed with ADHD, the child's symptoms must have been  
   present before age 7.      
 
 6.   T   F  DK ADHD is more common in the 1st degree biological relatives (i.e. mother,  
   father) of children with ADHD than in the general population. 
 
 7.  T   F  DK One symptom of ADHD children is that they have been physically cruel to other  
   people. 
 
 8.   T   F  DK Antidepressant drugs have been effective in reducing symptoms for many  
   ADHD children. 
 
 9.    T   F DK ADHD children often fidget or squirm in their seats. 
 
10.   T   F  DK Parent and teacher training in managing an ADHD child are generally effective  
   when combined with medication treatment. 
 
11.   T   F DK It is common for ADHD children to have an inflated sense of self-esteem or  
   grandiosity. 
 
12.   T   F  DK  When treatment of an ADHD child is terminated, it is rare for the child's  
   symptoms to return. 
  
13.   T   F  DK It is possible for an adult to be diagnosed with ADHD.   
 
14.   T   F  DK  ADHD children often have a history of stealing or destroying other people's  
   things. 
 
15.   T   F  DK Side effects of stimulant drugs used for treatment of ADHD may include mild  
   insomnia and appetite reduction. 
 
16.   T   F  DK  Current wisdom about ADHD suggests two clusters of symptoms: One of  
   inattention and another consisting of hyperactivity/impulsivity. 
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True (T), False (F), or Don't Know (DK) (circle one): 
 
 
17.         T   F       DK Symptoms of depression are found more frequently in ADHD children than in  
   non-ADHD children. 
 
18.   T   F  DK Individual psychotherapy is usually sufficient for the treatment of most ADHD  
   children. 
 
19.   T   F  DK Most ADHD children "outgrow" their symptoms by the onset of puberty and  
   subsequently function normally in adulthood.  
 
20.   T   F  DK In severe cases of ADHD, medication is often used before other behavior  
   modification techniques are attempted.  
 
21.   T   F  DK In order to be diagnosed as ADHD, a child must exhibit relevant symptoms in  
   two or more settings (e.g., home, school). 
 
22.  T   F  DK If an ADHD child is able to demonstrate sustained attention to video games or  
TV for over an hour, that child is also able to sustain attention for at least an 
hour of class or homework. 
 
23.   T   F  DK Reducing dietary intake of sugar or food additives is generally effective in  
   reducing the symptoms of ADHD. 
 
24.   T   F  DK A diagnosis of ADHD by itself makes a child eligible for placement in special  
   education. 
 
25.   T   F  DK Stimulant drugs are the most common type of drug used to treat children with  
   ADHD. 
 
26.   T   F  DK ADHD children often have difficulties organizing tasks and activities. 
 
27.   T   F  DK ADHD children generally experience more problems in novel situations than in  
   familiar situations. 
 
28. T   F DK There are specific physical features which can be identified by medical doctors  
   (e.g. pediatrician) in making a definitive diagnosis of ADHD. 
 
29. T   F DK In school age children, the prevalence of ADHD in males and females is  
   equivalent. 
 
30. T   F DK In very young children (less than 4 years old), the problem behaviors of ADHD  
   children (e.g. hyperactivity, inattention) are distinctly different from age- 
   appropriate behaviors of non-ADHD children. 
 
31. T   F DK Children with ADHD are more distinguishable from normal children in a  
   classroom setting than in a free play situation. 
 
32. T   F DK The majority of ADHD children evidence some degree of poor school  
   performance in the elementary school years. 
 
33. T   F DK Symptoms of ADHD are often seen in non-ADHD children who come from  
   inadequate and chaotic home environments. 
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True (T), False (F), or Don't Know (DK) (circle one): 
 
 
34. T   F DK Behavioral/Psychological interventions for children with ADHD focus  
   primarily on the child's problems with inattention. 
 
35. T   F DK Electroconvulsive Therapy (i.e. shock treatment) has been found to be an  
   effective treatment for severe cases of ADHD. 
 
36. T   F DK Treatments for ADHD which focus primarily on punishment have been found to  
   be the most effective in reducing the symptoms of ADHD. 
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Appendix D: KSADS 
 
 
 
 
Please answer the following questions regarding Social Anxiety Disorder (SAD).  If you are unsure of an answer, 
respond Don't Know (DK), DO NOT GUESS. 
 
True (T), False, (F), or Don’t Know (DK) (circle one): 
 
1. T  F        DK          Most estimates suggest that SAD occurs in approximately 2% of school aged children. 
 
2. T  F        DK          Current research suggests that SAD is largely the result of ineffective parenting skills. 
 
3. T  F        DK           SAD children fear possible scrutiny by others. 
 
4.            T  F        DK  Children with SAD often have difficulty with peer relationships.  
 
5.  T  F        DK           In order to be diagnosed with SAD, the child's symptoms must have been present for at          
                                                least 6 months. 
 
6.     T  F        DK           SAD is more common in the 1st degree biological relatives (i.e., mother, father) of 
    children with SAD than in the general population.     
 
7. T  F         DK          One symptom of SAD children is that they have been physically cruel to other people. 
 
8. T  F         DK Selective serotonin reuptake inhibitors have been effective in reducing symptoms for  
   many children with SAD. 
 
9. T  F  DK  SAD children often cry or tantrum in situations with unfamiliar people. 
 
10. T  F DK Cognitive behavioral interventions are generally effective for treating childhood SAD. 
    
11. T  F DK It is common for SAD children to have an inflated sense of self-esteem or grandiosity. 
 
12. T  F DK When treatment for childhood SAD is terminated, symptoms typically return to baseline  
   levels. 
 
13. T  F DK It is possible for an adult to be diagnosed with SAD. 
 
14. T  F DK SAD children often have little desire to engage in social situations. 
 
15. T  F DK Side effects of the most common medications used to treat SAD include nausea and  
   insomnia. 
 
16. T  F DK Current wisdom about SAD suggests two subtypes: A discrete subtype and  
   a generalized subtype. 
 
17. T  F DK Symptoms of depression are found more frequently in SAD children than in non-SAD   
   children. 
 
18. T  F DK Individual psychotherapy is not usually sufficient for the treatment of most SAD  
   children.  
 
 19. T  F DK Most SAD children "outgrow" their symptoms by the onset of puberty and subsequently 
   function normally in adulthood. 
 
20. T  F DK In severe cases of SAD, medication is often used before other behavior modification  
   techniques are attempted. 
 
21. T  F DK In order to be diagnosed with SAD, a child must exhibit relevant symptoms with peers, 
   not just adults. 
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True (T), False (F), or Don't Know (DK) (circle one): 
 
 
22. T  F DK If a child with SAD is able to engage in conversation with unfamiliar adults, that child   
   should also be able to engage in conversation with unfamiliar peers. 
 
23. T  F DK Reducing dietary intake of sugar or food additives is generally effective in reducing 
   the symptoms of SAD. 
 
24. T  F DK A diagnosis of SAD by itself makes a child eligible for placement in special  
   education. 
 
25.  T  F DK Antidepressant drugs are the most common type of drug used to treat children with SAD. 
 
26. T  F DK SAD children often avoid social situations involving interactions with peers. 
 
27. T  F DK SAD children generally experience more problems in familiar situations than in novel 
   situations. 
 
28. T  F DK There are specific physical symptoms which can be identified by medical doctors (e.g., 
   pediatricians) in making a definitive diagnosis of SAD. 
 
29. T  F DK In school age children the prevalence of SAD in males and females appears to be 
   approximately equivalent. 
 
30. T  F DK In very young children (less than 4 years old), the problem behaviors (anxiety in certain               
   social situations) of SAD children are distinctly different from age-appropriate behaviors 
   of non-SAD children. 
 
31. T  F DK Children with SAD may often be distinguishable from normal children in both classroom  
   and leisurely situations. 
 
32. T  F DK The majority of SAD children evidence some degree of poor school performance in   
   elementary school years. 
 
33. T  F DK Symptoms of SAD are often seen in non-SAD children who come from inadequate 
   and chaotic home environments. 
 
34. T  F DK Behavioral/Psychological interventions for children with SAD focus more on decreasing   
   the child's anxiety than on decreasing the child’s avoidance behavior. 
 
35. T  F DK Electroconvulsive Therapy (i.e., shock treatment) has been found to be an effective  
   treatment for severe cases of SAD. 
 
36. T  F DK Treatments for SAD which focus primarily on punishment have been found to be the 
   most effective in reducing symptoms of SAD. 
 
 
 
 
 
 
 
 
 
 
 
 
 
                                                                  121
Appendix E: KDS 
 
 
 
 
 
Please answer the following questions regarding depression.  If you are unsure of an answer, respond Don't 
Know (DK), DO NOT GUESS. 
 
True (T), False, (F), or Don’t Know (DK) (circle one): 
 
1. T  F        DK          Most estimates suggest that depression occurs in approximately 2% of children 
                 over 12. 
 
2. T  F        DK          Current research suggests that depression is largely the result of ineffective parenting 
   skills. 
 
3. T  F        DK          Depressed children often experience appetite disturbances. 
 
4.            T  F        DK          Depressed adolescents with suicidal thoughts have generally communicated these  
                 thoughts with someone.  
 
5.  T  F        DK          In order to be diagnosed with depression, the child's symptoms must have been  
                 present for at least two weeks.                                               
 
6.     T  F        DK  Depression is more common in the 1st degree biological relatives (i.e., mother, father) 
                   of children with depression than in the general population.    
 
7. T  F         DK          One symptom of depression in children is that they have panic attacks. 
 
8. T  F         DK Selective serotonin reuptake inhibitors have been effective in reducing symptoms for  
   many depressed children. 
 
9. T  F  DK  Depressed children are often irritable. 
 
10. T  F DK Cognitive behavioral interventions are generally effective for treating childhood  
   depression. 
    
11. T  F DK It is common for a depressed child's sense of self-esteem to improve with age. 
 
12. T  F DK When treatment of a depressed child is terminated, it is rare for symptoms to return.  
 
13. T  F DK It is possible for children to be diagnosed with clinical depression. 
 
14. T  F DK The course of childhood depression can usually be traced to a specific event in the child's  
    life. 
 
15. T  F DK Side effects of the most common antidepressant medications used to treat depression 
include nausea and drowsiness.    
 
16. T  F DK Current wisdom about depression suggests that the symptoms of depression in children 
   are similar to the symptoms in adults. 
 
17. T  F DK Symptoms of anxiety are found more frequently in depressed children than in  
   non-depressed children. 
 
18. T  F DK Research has demonstrated that antidepressant medications are more effective than  
   non-medication treatments (e.g., psychotherapy) for pediatric depression.  
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True (T), False (F), or Don't Know (DK) (circle one): 
 
 
19. T  F DK Most depressed children "outgrow" their symptoms by the onset of puberty and  
   subsequently function normally in adulthood. 
 
20. T  F DK In severe cases of depression, medication is often used before other psychotherapeutic 
   techniques are attempted. 
 
21. T  F DK In order to be diagnosed with depression, a child must exhibit symptoms that  
   significantly interfere with his/her functioning. 
 
22. T  F DK If a child is able to demonstrate interest in at least some enjoyable activities, that 
   child cannot meet criteria for depression. 
 
23. T  F DK Reducing dietary intake of sugar or food additives is generally effective in reducing 
   the symptoms of depression. 
 
24. T  F DK A diagnosis of depression by itself makes a child eligible for placement in special  
   education. 
 
25.  T  F DK Selective serotonin reuptake inhibitors are the most common type of drug used to treat  
   children with depression. 
 
26. T  F DK Depressed children often have difficulty concentrating. 
 
27. T  F DK Depressed adolescents generally express more somatic complaints than depressed  
   depressed children. 
 
28. T  F DK There are specific physical symptoms which can be identified by medical doctors (e.g., 
   pediatricians) in making a definitive diagnosis of depression. 
 
29. T  F DK During adolescence, the prevalence of depression in males and females appears to be 
   equivalent. 
 
30. T  F DK In young children (preschool aged), the behaviors of depressed children (e.g.,  
   psychomotor agitation, insomnia) are distinguishable from the behaviors of non- 
   depressed children.    
 
31. T  F DK Children with depression often do not appear to be visibly sad. 
 
32. T  F DK Depressed children often evidence some degree of poor school performance.  
    
33. T  F DK Exposure to chaotic and disruptive environmental stressors are related to a higher 
   incidence of depressive symptomoatology. 
 
34. T  F DK Behavioral/Psychological interventions for children with depression focus primarily 
   on the child's problems with sleep and appetite disturbances. 
 
35. T  F DK Electroconvulsive Therapy (i.e., shock treatment) has been found to be ineffective  
   for severe cases of depression. 
 
36. T  F DK Treatments for pediatric depression which focus primarily on punishment have been  
                                                 found to be the most effective in reducing symptoms of depression. 
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Appendix F: KODDS 
 
 
 
 
Please answer the following questions regarding oppositional defiant disorder (ODD).  If you are 
unsure of an answer, respond Don't Know (DK), DO NOT GUESS. 
 
True (T), False (F), or Don't Know (DK) (circle one): 
                     
 1. T   F DK Most estimates suggest that ODD occurs in approximately 15% of school age  
   children.  
                    
 2.  T   F  DK Current research does not suggest a link between ODD and ineffective parenting  
   skills. 
 
 3.  T   F DK ODD children are negativistic and hostile towards others. 
 
 4.   T   F  DK   Children with ODD often have difficulty with peer relationships. 
 
5. T   F  DK In order to be diagnosed with ODD, the child's symptoms must have been  
   present for at least 6 months.      
 
 6.   T   F  DK Research suggests that genetic factors play an influential role in the  
   development of ODD. 
 
 7.  T   F  DK One symptom of ODD children is that they have been physically cruel to other  
   people. 
 
 8.   T   F  DK Antidepressant drugs have been effective in reducing aggressive behavior for  
   many children with disruptive behavioral disorders. 
 
 9.    T   F DK ODD children are often touchy or easily annoyed by others. 
 
10.   T   F  DK Parent training in managing an ODD child is generally effective in reducing the  
   symptoms of ODD. 
 
11.   T   F DK It is uncommon for girls with ODD to display indirect and verbally aggressive  
   behavior. 
 
12.   T   F  DK  Brief (e.g., 2-3 sessions) interventions are usually adequate to produce  
   significant symptom change in most ODD children. 
  
13.   T   F  DK It is possible for an adult to be diagnosed with ODD.   
 
14.   T   F  DK  ODD children often have a history of violating the basic rights of others. 
 
15.   T   F  DK Side effects of medications used to treat aggressive behavior may include  
   sedation and dry mouth. 
 
16.   T   F  DK  Current wisdom about ODD suggests that it is a risk factor for the development  
   of conduct disorder. 
 
17.         T    F       DK Symptoms of depression are found more frequently in ODD children than in  
  non-ODD children. 
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   True (T), False (F), or Don't Know (DK) (circle one): 
   
 
18.   T   F  DK Cognitive behavioral therapy is usually not effective in reducing disruptive  
   behaviors. 
 
19.   T   F  DK Almost all children "outgrow" their symptoms of ODD by the onset of puberty  
   and subsequently function normally in adulthood.  
 
20.   T   F  DK In the treatment of children with disruptive behavioral disorders like ODD,  
 medication should be considered to treat specific behaviors, not the primary 
condition. 
 
21.   T   F  DK In order to be diagnosed with ODD, a child must exhibit symptoms that  
   significantly interfere with his/her functioning. 
 
22.  T   F  DK If a young child is a frequent and persistent fighter, research suggests he or she  
   is not at a high risk for developing other disruptive behaviors.  
 
23.   T   F  DK Reducing dietary intake of sugar or food additives is generally effective in  
    reducing the symptoms of  ODD. 
 
24.   T   F  DK A diagnosis of ODD by itself makes a child eligible for placement in special  
   education. 
 
25.   T   F  DK Neuroleptics and mood stabilizers are the most well documented drugs in the  
   treatment of aggressive behavior. 
 
26.   T   F  DK ODD children are often argumentative with adults. 
 
27.   T   F  DK ODD children generally experience more problems in novel situations than in  
   familiar situations. 
 
28. T   F DK There are specific physical features which can be identified by medical doctors  
   (e.g. pediatrician) in making a definitive diagnosis of ODD. 
 
29. T   F DK In school age children, the prevalence of ODD in males and females is  
   equivalent. 
 
30. T   F DK In very young children (preschool aged), the problem behaviors of ODD  
 children (e.g. non-compliance, defiance) are distinguishable from the common 
behaviors associated with the "terrible twos." 
 
31. T   F DK Many of the problem behaviors associated with ODD are considered  
   developmentally appropriate for children of a younger age. 
 
32. T   F DK The majority of ODD children evidence some degree of poor school  
   performance in the elementary school years. 
 
33. T   F DK Symptoms of ODD are often seen in children who come from inadequate and  
   disorganized home environments. 
 
34. T   F DK Behavioral/Psychological interventions for children with disruptive behavioral  
 disorders focus on social problem solving skills rather than deviant cognitive 
processing. 
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True (T), False (F), or Don't Know (DK) (circle one): 
 
 
35. T   F DK Electroconvulsive Therapy (i.e. shock treatment) has been found to be an  
   effective treatment for severe cases of ODD. 
 
36. T   F DK Treatments for ODD that focus primarily on social learning principals have not  
been found to be effective in reducing the symptoms of ODD. 
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Table 1: Questionnaire Scores 
 
 
 
                    Total Score                   Incorrect    Don't Know" 
     _________________           __________              __________ 
Questionnaire Discipline                  M SD %  M        %       M          % 
 
KSADS  Teachers    9.97 8.16 28%  3.40 9%     22.64     63% 
  School Counselors  17.11 6.41 48%  4.86 14%     14.06     39%   
  School Psychologists 21.54 5.07 60%  5.81 16%     8.60       24% 
  Parents   11.15 9.85 31%  4.61 13%     20.24     56% 
  School Personnel  16.34 8.10 45%  4.72 13%     14.94     42% 
  Total Sample  15.09 8.80 45%  4.70 13%     16.22     42% 
______________________________________________________________________________________ 
KODDS  Teachers   10.30 8.52 29%  4.45  12%      21.24     59% 
  School Counselors  15.64 5.95 43%  6.51  18%      13.69     38% 
  School Psychologists 23.71 5.76 66%  6.78  19%      5.66       16%    
  Parents   11.21 9.10 31%  5.33  16%      13.38     37% 
  Total Sample  15.35 9.08 43%  5.95  16%      14.85     41% 
______________________________________________________________________________________ 
KDS  Teachers   14.52 7.31 40%  5.00  14%      16.48     46%  
  School Counselors  20.56 5.70 57%  6.91  19%      8.58       24% 
  School Psychologists 25.74 2.87 72%  5.97  17%      4.26       12% 
  Parents   15.97 8.26 44%  6.12  17%      13.91     39% 
  School Personnel  20.38 7.15 57%  5.98  17%      9.63       27% 
  Total Sample  19.32 7.64 53%  6.01  17%      10.66     30% 
______________________________________________________________________________________ 
KADDS  Teachers   17.24 6.59 48%  6.36  18%      12.39     34%  
  School Counselors  23.42 3.84 65%  6.00  17%      6.53       18% 
    School Psychologists 30.03 2.96 83%  4.20  12%      1.90        5% 
  Parents   16.33 7.41 45%         4.85        13%      14.82      41% 
  School Personnel  23.68 6.96 66%  5.49  15%      6.83     19% 
  Total Sample  21.91 7.71 61%  5.34  15%      8.75     24% 
________________________________________________________________________________________________ 
Externalizing  Teachers   27.55 13.20 38%  10.82  15%      33.64     47% 
Disorder  School Counselors  39.06  8.46 54%  12.51  17%      20.80     29% 
Questionnaires School Psychologists 51.66  7.32 72%  10.97  15%      7.33       10% 
  Parents   27.55 14.50 38%  10.18  14%      34.27     48% 
  School Personnel  39.65 13.86 55%  11.44  16%      20.21     28% 
  Total Sample  36.73 14.89 51%  11.14  15%      23.60     33% 
______________________________________________________________________________________ 
Internalizing  Teachers   24.48 14.61 34%  8.39  12%      39.12    54% 
Disorder   School Counselors  37.67 10.53 52%  11.77  16%      23.14     32% 
Questionnaires School Psychologists 49.37  6.51 69%  11.78  16%      12.64     18% 
  Parents   27.12 16.15 38%  10.73  15%      34.15     47% 
  School Personnel  37.42 14.84 52%  10.70  15%      24.58     34% 
  Total Sample  34.94 15.74 49%  10.71  15%      26.88    37% 
                                                  
Note. The total score represents the average number of items answered correctly on each respective questionnaire.  
Incorrect and "don't know" responses were totaled separately to distinguish wrong answers from items that participants 
did not know. Percentages have been rounded and therefore the total percentage for each component may not always 
equal 100. M = mean; SD = standard deviation. 
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Table 2: Total Mean Internalizing and Externalizing  
                   Disorder Domain Scores for School Personnel 
 
 
 
    
Internalizing Disorders   Externalizing Disorders 
          __________________________                     __________________________ 
Domain       M  SD       M  SD 
 
General Information  15.12  6.57   14.64  6.97 
Symptom/Diagnosis  9.99  4.15   11.18  4.29 
Treatment   10.23  4.69   11.61  4.85 
M = mean; SD = standard deviation. 
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Table 3: Self-Confidence Ratings 
 
 
 
  
                   Ability to Recognize       Ability to Recognize       Ability to Recognize       Ability to Recognize 
                SAD            ADHD        Depression        ODD 
                    ________________        ________________        ________________           _______________  
    
Participant            M        SD   M           SD        M           SD    M           SD 
 
Teachers                       2.85     1.80                 4.79       1.19       3.85     1.66  3.00 2.06 
School Counselors            3.53     1.59                   5.06       1.15                 4.78       1.22                  3.69         1.80 
School Psychologists        4.43     1.38                  5.66         .97                  5.34        .84                      5.31         1.05 
Parents            2.69     2.07                  3.72        1.71                 3.75        2.05                    2.47         2.24 
Total Sample                     3.40     1.84                  4.83        1.44                 4.46       1.62                     3.65         2.12       
Note. Participants rated their self-confidence in the ability to recognize each respective disorder using a 7-point Likert 
scale.  M = mean; SD = standard deviation. 
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Table 4: Correlations Between Knowledge and Confidence 
  
 
 
   
             Pearson’s Correlations 
                                                              _________________________________________________________________ 
 
Participant   SAD  ODD  Depression  ADHD 
 
Teachers    .42*  .45*    .18   .27 
School Counselors   .58**  .53**    .18   .27 
School Psychologists  .33  -.15    .02   -.01 
Parents    .43*  .19    .35*   .31 
* Correlation is significant at .05 level (2-tailed). 
** Correlation is significant at .01 level (2-tailed).  
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Appendix G: Empirical Justification for KSADS 
 
 
 
 
1. Research suggests that SAD affects approximately 15% of the adult population 
(Black, 1992).  Studies of adolescents and children suggest that the disorder is common 
among this population, as well, with lifetime prevalence rates between 5%-15%  
(Kashdan & Herbert, 2001).  Currently, there are no epidemiological prevalence rates for 
SAD among adolescents (Velting & Albano, 2001).  However, in a 1996 study of the 
Diagnostic Interview Schedule for Children, Shaffer and colleagues reported that 7.6% of 
children and 3.7% of adolescents met criteria for SAD.  Some epidemiological studies 
have reported that approximately 1-2% of children meet criteria for SAD (Anderson, 
Williams, McGee, & Silva, 1997).  Both the Shaffer et al. and the Anderson et al. studies 
utilized the DSM-III-R.  Based upon the criteria of the DSM-III-R, children who met 
criteria for avoidant personality disorder would not have been included in the estimates of 
prevalence rates.  The current DSM-IV criteria now include these children (American 
Psychiatric Association, 1994; Spence et al., 2000).  Thus, it is believed if similar studies 
were conducted today using the DSM-IV, these rates would be much higher (Velting & 
Albano, 2001). 
2. No one knows what causes SAD (Kashdan & Herbert, 2001).  However, there is 
evidence that familial environmental factors may play an influential role in the 
development and maintenance of the disorder (Bidel, 1998).  Through 
observational/vicarious learning and information transfer, the parents may influence a 
child's opportunities for socialization and learning social skills.  Parents, who may be 
anxious themselves, may limit the child's social interaction in efforts to decrease both 
                                                                  131
their and their child's potential anxieties.  This style encourages the child to focus on the 
perceivably threatening aspects of the situation rather than attenuating to coping 
strategies (Spence et al., 2000).  Like wise, well-intentioned parents may reinforce 
avoidant behavior by shielding an anxious child from anxiety provoking social 
interaction.  In both cases, the good intentions of the parents may contribute to poor 
development of social skills and maintenance of a fear of social situations (Bidel, 1998).  
However, it would be inappropriate to deem this as "poor parenting skills."   
3. The defining characteristic of SAD is a persistent fear of negative evaluation in social 
situations (Black, 1992). 
4. Children with SAD often evidence poor social skills and have difficulty in peer 
relationships (Kashdan & Herbert, 2001). 
5. In order to receive a diagnosis of SAD, one must positively endorse all eight of the 
diagnostic criteria as presented in the DSM-IV. One of which is a presence of symptoms 
for at least 6 months for individuals under age 18 (American Psychiatric Association, 
1994). 
6. In a study of the children of adults diagnosed with SAD, Bidel (1998) reported that 
23% of the children (as compared to 13% of the general population) met criteria for the 
disorder, as well.  This study utilized the DSM-III-R as a diagnostic tool.  Bidel states 
that had the DSM-IV been used, it is likely that the prevalence rate would be higher.  
This suggests that biological predisposition may be a factor in the acquisition of the 
disorder.  
7. Children's anxiety may manifest as tantrums and crying (American Psychiatric 
Association, 1994).  However, cruelty to others is not symptomatic of SAD. 
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8. Serotonin reuptake inhibitors have demonstrated efficacy in the treatment of SAD 
(Gitlin, 1996). 
9. Anxiety in younger children often presents as tantrums and crying (American 
Psychiatric Association, 1994). 
10.  Cognitive behavioral interventions have demonstrated efficacy in the treatment of 
SAD (Heimberg, 2002; Spence et al., 2000).   
11.  The fear and perception of social threat and possible negative social experiences 
often increases the likelihood of the development of dysphoria and other negative 
emotions for those suffering from social phobia (Kashdan & Herbert, 2001).  Using the 
Rosenberg Self Esteem Scale, Banos and Guillen (2000) found statistically significant 
differences in ratings of self-esteem among a sample of social phobics as compared to a 
control group. 
12.  Empirically validated treatments, such as cognitive behavioral therapy, have 
demonstrated not only effectiveness in the treatment of SAD, but also continued 
treatment gains following the termination of therapy (Radomsky & Otto, 2001). 
13.  Onset of SAD typically occurs in early adolescence (Kashdan & Herbert, 2001).  
SAD may be diagnosed in children as young as 8 years old (Bidel, 1998).  SAD may be 
diagnosed at any time during adulthood. 
14.  SAD is not characterized by a lack of desire to engage in social activity, but rather a 
fear of social interaction (American Psychiatric Association, 1994).  Children with SAD 
usually desire to engage in social activity.  However, fear of negative evaluation within 
social settings often results in avoidance (Kashdan & Herbert, 2001). 
                                                                  133
15.  Nausea, insomnia, dizziness and dry mouth include some of the common side effects 
associated with the frequently prescribed monoamine oxidase inhibitors used to treat 
SAD (Olson, 2000). 
16.  While some researchers conceptualize generalized and non-generalized SAD as two 
points on a continuum of severity (Velting & Albano, 2001), the DSM-IV recognizes 
generalized SAD (fear of most social situations) and non-generalized or discrete SAD 
(fear of limited social situations) as two subtypes of SAD. 
17.  Depression often occurs comorbidly with SAD (Bidel, 1998). 
18.  Numerous research studies have documented the effectiveness of individual 
psychotherapy in the treatment if SAD (Kashdan & Herbert, 2001; Liebowitz, 1999; 
Velting & Albano, 2001). 
19.  Children do not "outgrow" SAD.  In fact, if left untreated, SAD follows an 
unremitting course (Kashdan & Herbert, 2001) that can have lasting effects on academic 
performance. 
20.  Although evidence supports therapy as the first line of treatment and the addition of 
psychotherapy whenever one is receiving psychopharmacological medication (Velting & 
Albano, 2001), increasingly, medications are considered as a first step for those who 
suffer more severely from SAD (Bandelow, Zohar, Hollander, Kasper, & Moller, 2002; 
Davidson, 1998; Liebowitz, 1999; Liebowitz et al., 2003; Stein, 2003).  This is largely 
due to clinical trials examining the efficacy of paroxetine (Seedat & Stein, 2004; Wagner, 
2003). 
21.  As outlined by the DSM-IV, a child must exhibit symptoms of SAD across settings. 
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22.  The persistent fear of social situations that characterizes SAD must occur in settings 
with both adults and peers (American Psychiatric Association, 1994).   
23.  Little research has been published concerning diet and SAD.  Chemical challenge 
studies have investigated various substances including caffeine on SAD adults (Velting & 
Albano, 2001).   While the SAD clients experienced anxiety as a result of the chemical 
challenges, the anxiety was unlike the anxiety experienced in natural settings.  Similar 
studies have shown that these adults do not experience abnormal responses to caffeine 
(Velting & Albano, 2001).    
24.  According to the federal Individuals with Disabilities Education Act Amendments of 
1997 Public Law 105-17 Subpart A Section 300.7 and Pennsylvania State Law, children 
with mental disabilities are entitled to appropriate, specially designed education 
(A.S.P.I.R.E. & I.L.I.A.D., n.d.; Osceola Area School District, 2002).  While mental 
impairment may qualify a child for special education, the mental handicap must 
substantially limit the child's ability to carry out daily activities, work or learn.  The law 
outlines 12 categories under which a child may qualify for special education.  Under 
these categories, diagnosis of SAD alone does not meet the qualification requirements 
(A.S.P.I.R.E. & I.L.I.A.D., n.d.; Osceola Area School District, 2002).  
25.  Monoamine oxidase inhibitors and selective serotonin reuptake inhibitors, both 
antidepressants, are the most commonly prescribed medications in the treatment of social 
phobia (Nemeroff & Schatzberg, 1999). 
26.  To meet criteria for diagnosis, a child must display anxiety in peer settings 
(American Psychiatric Association, 1994). 
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27.  While socially anxious children may display symptoms of SAD in familiar 
situations, the DSM-IV states that the marked fear must be present when one is exposed 
to possible scrutiny or unfamiliar people (American Psychiatric Association, 1994). 
28.  Children with SAD often experience physical symptoms such as sweating, heart 
palpitations and nausea (Kashdan & Herbert, 2001).  However, a diagnosis of SAD 
cannot be determined solely based on the presence of physical symptoms. 
29.  Some studies have found the lifetime prevalence rates of adolescents to be higher for 
females.  Wittchen and colleagues (1999) reported lifetime prevalence rates of 9.5% and 
4.9% for females and males respectively.  
30.  Some theorize that SAD typically presents during early adolescence because normal 
levels of anxiety become exaggerated by the increasing social demands of early 
adolescence (Velting & Albano, 2001).  Most often, in very young children, the 
experienced anxiety is normal.  It is believed that while children as young as 4 years of 
age have developed the ability to experience embarrassment, the cognitive capacity to 
process and evaluate possible negative scrutiny from others has not yet been developed 
(Velting & Albano, 2001).  
31.  Bidel (1998) cited public speaking (i.e., in the classroom) and parties as the most 
feared social situations for both children and adults with social phobia. 
32.  Especially when left untreated, SAD can have lasting effects on academic 
performance (Kashdan & Herbert, 2001). 
33.   for developing mood and anxiety disorders (Warner, Mufson & Weissman, 1994).  
Furthermore, symptoms of social anxiety such as withdrawal and shyness are often seen 
in children of chaotic environments (Mayfield & Neil, 1983).  
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34.  Cognitive and behavioral strategies decrease anxiety through both the replacement of 
negative, irrational cognitions with more logical responses, as well as by engaging the 
child in anxiety provoking situations that would otherwise have been avoided (Spence et 
al., 2000). 
35.  Electroconvulsive therapy is not a recognized empirically supported treatment for 
SAD (Chambless & Ollendick, 2001). 
36.  In a summarization of empirically supported treatments (EST) compiled by several 
task forces (Chambless & Ollendick, 2001), behavioral therapy (BT) was not listed as an 
EST.  Cognitive behavioral therapy, which incorporates elements of BT including the 
assignment of behavioral tasks, with cognitive restructuring is an EST in the treatment of 
SAD.  Neither BT nor CBT focus on problems with inattention as a primary treatment 
goal. 
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Appendix H: Empirical Justification for KDS 
 
 
 
 
 
1. While research suggests that the prevalence of depression varies according to age, 
numerous studies have reported prevalence rates between 6-8% for children over the age 
of 12 (Angold & Rutter, 1992; Cohen et al., 1993). 
2. Parental characteristics such as negativity, dysphoric affect, critical behavior and 
disengagement have been linked to pediatric depressive symptomotology.  Research, 
however, has not established a causal relationship between these factors (Harjan, 1992; 
Herwig, Wirtz, & Bengel, 2004; Hops et al, 1987; Shah & Waller, 2000) 
3. Significant weight loss, weight gain and appetite disturbance are symptoms of 
depression (American Psychiatric Association, 1994). 
4. Although myths about childhood depression suggest otherwise, children who harbor 
suicidal ideation often communicate their suicidal thoughts to someone.  Some research 
suggests that communication of suicidal ideation precedes up to 80% of suicide attempts 
(Handwerk, Larzelere, Friman, & Mitchell, 1998).  
5. As outlined by the DSM-IV, a diagnosis of major depressive disorder requires the 
presence of at least one major depressive episode in which at least five of nine symptoms 
present during the same two-week period (American Psychiatric Association, 1994). 
6. Researchers have reported that depression occurs at a higher incidence in first and 
second-degree relatives of depressed persons relative to the general population 
(Harrington, Fudge, Rutter, & Bredenkamp, 1993; Klein, Lewishon, Seeley, & Rhode, 
2001; Weissman, Leckman, Merikangas, Gammon, & Prusoff, 1984). 
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7. According to DSM-IV criteria, experience of panic attacks is not a diagnostic 
criterion of depression (American Psychiatric Association, 1994).  
8. Though research has demonstrated that serotonin reuptake inhibitors effectively 
manage depression in adults, limited research has focused on psychopharamacological 
treatment of depressed children and adolescents.  From the research that has focused on 
pediatric pharmacological treatment of depression, however, data suggest that serotonin 
reputake inhibitors are effective in the treatment of pediatric depression (DeVane & 
Sallee, 1996). 
9. Though the same diagnostic criteria of depression may be applied to both children 
and adults, children may present the core feature of depressed mood differently than their 
adult counterparts.  As noted in the DSM-IV, when applied to children and adolescents, 
irritable mood may replace the core feature of depressed mood (American Psychiatric 
Association, 1994; Hammen & Rudolph, 1996; Kessler et al., 2001). 
10.  Research has shown that cognitive behavioral therapeutic techniques are effective in 
the treatment of depression in children and adolescents.  Moreover, a 1999 review of 
psychosocial treatments of pediatric depression (Lewisohn & Clarke, 1999) found that 
63% of depressed patients displayed significant improvement following cognitive 
behavioral therapy (Clarke, Rohde, Lewinsohn, Hops, & Seeley, 1999; Lewinsohn & 
Clarke, 1999; McGinn, 2000). 
11.  Several symptoms of depression, including poor self-esteem, have been shown to 
decrease with age (Carlson & Kashani, 1988; Hammen & Rudolph, 1996). 
12.  Following treatment, depression remits in a significant number of children and 
adolescents.  However, a significant portion of depressed juveniles, reported up to 50% in 
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some studies, continue to experience depressive episodes following treatment termination 
(Kutcher & Marton, 1989; Sanford et al., 1995).  Some research suggests that persistence 
of the disorder is related to factors such as severity, longer length of initial depressive 
episode, socioeconomic status, exposure to adversity, presence of comorbid disorders and 
age of onset contribute to chronicity and recurrence of depressive episodes (Lewisohn et 
al., 1998; Sanford et al., 1995). 
13.  While children under the age of 7 are typically not included in community 
epidemiological studies of depression, research has documented the presence of 
depression across the lifespan (Costello et al., 1988; Hammen & Rudolph, 1996; Offord 
et al., 1987).   
14.  Theorists propose that depression emerges due not to a single factor or event, but 
rather as a result of numerous factors.  Multidimensional models of depression present 
the interplay of many factors such as attributional style, genetics, familial factors, 
cognitive style, social competence and environmental stressors in the development of the 
disorder (Hammen & Rudolph, 1996).   
15.  Nausea and drowsiness are frequently reported side effects of antidepressant 
medication (Donovan, McGrady, & Pownall, 1993; Feighner, 1999; Pearce, 1981). 
16.  The essential features of depression are as recognizable in children as they are in 
adults.  Furthermore, the same diagnostic criteria may be applied to both children and 
adults (American Psychiatric Association, 1994; Hammen & Rudolph, 1996; Kessler et 
al., 2001; Kutcher & Marton, 1989). 
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17.  Anxiety and depression commonly occur comorbidly.  Some studies suggest that 
over 50% of depressed children have comorbid anxiety disorders (Axelson & Birmaher, 
2001; Kessler et al., 2001; Zahn-Waxler et al., 2000). 
18.  A strong body of research suggests that psychotherapeutic techniques, such as 
cognitive behavioral therapy, are equally as effective as pharmacological treatment of 
depression (Lewinsohn & Clarke, 1999; McGinn, 2000). 
19.  The belief that depression, then referred to as adolescent turmoil, was a normal, self-
imposed phase of child and adolescent development was a long held misconception.  
Research has now demonstrated that depression is not a childhood phase.  Rather, the 
disorder is persistent, and without treatment, it follows an unrelenting course that does 
not spontaneously remit (Garrison, et al., 1989; Harrington, 2001; Kessler et al., 2001; 
Schulberg & McClelland, 1987; Zung, 1980). 
20. Although psychotherapy has been demonstrated as an effective treatment in 
depression and should be considered the first line of treatment in many pediatric cases, 
antidepressant medication is often necessary and should be considered first in the 
treatment of many severe cases of pediatric depression (Birmaher & Brent, 1998; Park & 
Goodyer, 2000). 
21.  In order to meet criteria for depression, significant impairment must occur in social, 
occupational or other important areas of functioning (American Psychiatric Association, 
1994). 
22.  The core features of depressed mood and loss of pleasure must be experienced most 
of the day, nearly every day to meet DSM-IV criteria for depression (American 
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Psychiatric Association, 1994).  Given these criteria, it is possible for a child to enjoy 
some activities and still meet criteria for the disorder. 
23.  No known research has indicated that the reduction of dietary sugar and food 
additives effectively reduces the symptoms of depression. 
24.  According to the federal Individuals with Disabilities Education Act Amendments of 
1997 Public Law 105-17 Subpart A Section 300.7 and Pennsylvania State Law, children 
with mental disabilities are entitled to appropriate, specially designed education 
(A.S.P.I.R.E. & I.L.I.A.D., n.d.; Osceola Area School District, 2002).  While mental 
impairment may qualify a child for special education, the mental handicap must 
substantially limit the child's ability to carry out daily activities, work or learn.  The law 
outlines 12 categories under which a child may qualify for special education.  A 
diagnosis of depression alone does not the qualification requirements (A.S.P.I.R.E. & 
I.L.I.A.D., n.d.; Osceola Area School District, 2002). 
25.  Serotonin reuptake inhibitors are widely used to manage depression (Herxheimer, 
2004; Rushton, Clark, & Freed, 2000; Wagner et al., 2003).  
26.  As outlined in the DSM-IV, diminished ability to concentrate is a symptom of 
depression and is often experienced by children (American Psychiatric Association, 
1994; Hammen & Rudolph, 1996). 
27.  Symptoms of depression, including expression of somatic complaints, have been 
shown to decrease with age (Carlson & Kashani, 1988; Hammen & Rudolph, 1996). 
28.  Using DSM-IV criteria, one cannot diagnose depression based upon physical features 
alone (American Psychiatric Association, 1994). 
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29. As children approach puberty, prevalence rate of depression in girls increases relative 
to prevalence rates of depression in boys (Hammen & Rudolph, 1996; Kashani & 
Sherman, 1988). 
30. Using DSM criteria, studies have documented the diagnosis of depression in very 
young, preschool aged children (Kashani & Carlson, 1987). 
31.  Although young children commonly show a depressed appearance, as children enter 
adolescence, however, visible appearance of depressed mood decreases (Carlson & 
Kashani, 1988; Hammen & Rudolph, 1996). 
32. Depression can have debilitating consequences affecting multiple areas of functioning 
including academic performance (Fleming & Offord, 1990; Fleming et al., 1995; 
Hammen, Rudolph, Weisz, Rao & Burge, 1999).  
33. Research has found a correlation between pediatric depression and stressors including 
exposure to family disruption (Hammen & Rudolph, 1996). 
34.  Psychosocial therapeutic techniques for treating depression focus on empowering the 
patient through examination of negativistic cognitive conceptualizations, reconstruction 
of maladaptive thinking patterns and behavioral change (McGinn, 2000). 
35.  Electroconvulsive shock therapy is a treatment that has demonstrated effectiveness in 
the treatment of severe cases of depression in children and adolescents (Fink & Carlson, 
1995; Strober et al., 1998; Taieb et al., 2002). 
36.  No known treatments of depression focus on punishment. 
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Appendix I: Empirical Justification for KODDS 
 
1. Because thorough, national scale epidemiological data regarding ODD is lacking, a 
clear indication of prevalence of the disorder is unavailable (Hinsaw & Anderson, 1996).  
Some reports, however, estimate a prevalence rate near 3% (Angold & Costello, 1996). 
2. Some research has suggested that ineffective parenting plays a causal role in the 
development of disruptive behavioral disorders (August, Realmuto, Joyce, & Hektner, 
1999; Hinsaw & Anderson, 1996). 
3. According to the DSM-IV, ODD is characterized by negativistic, hostile and defiant 
behavior (American Psychiatric Association, 1994). 
4. To meet DSM-IV criteria for ODD, a child must exhibit impairment in areas that may 
include social functioning (American Psychiatric Association, 1994).  It is common that 
ODD children experience increased conflict with peers and have difficulty with peer 
relationships (Loeber et al., 2000; Webster-Stratton & Lindsay, 1999). 
5. The DSM-IV stipulates that symptoms of ODD must last for at least 6 months 
(American Psychiatric Association, 1994). 
6. Research suggests that genetic components may mediate the development of 
disruptive behavioral disorders (Comings, 1997; Hinsaw & Anderson, 1996). 
7. Physical cruelty is not a diagnostic criterion of ODD (American Psychiatric 
Association, 1994). 
8. The use of medication is not well studied for the specific treatment of ODD.  For the 
treatment of aggressive behavior that is associated with externalizing, disruptive 
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behavioral disorders, however, antidepressant medications have been found to be 
effective in reducing aggression (Gitlin, 1996).  
9. As outlined in the DSM-IV, being touchy and easily annoyed by others is a 
characteristic of ODD (American Psychiatric Association, 1994). 
10. Research suggests that parent management training, techniques based on social 
learning principals that focus on the ABC's (antecedent, behavior, and consequence), 
have demonstrated effectiveness in decreasing the problem behaviors of ODD as well as 
other disruptive behavioral problems (Barkley, Edwards, Laneri, Fletcher, & Metevia, 
2001; Graziano & Diament, 1992; Kazdin, 1997; Mabe, Turner,& Josephson, 2001; van 
de Wiel, Matthys, Cohen-Kettenis, & van Engeland, 2002).  
11.  While boys tend to display physically aggressive behavior, girls with disruptive 
behavioral problems tend to display indirectly aggressive behavior including alienation, 
ostracism and character defamation (Loeber et al., 2000). 
12.  No known research documenting the effectiveness of psychotherapeutic 
interventions in the treatment of ODD have focused on brief treatment.  However, several 
studies have documented the effectiveness of longer term treatments such as cognitive 
behavioral therapy, behavior modification and parent management training (Kastner, 
1998; Kolko, Bukstein, & Barron, 1999; van de Wiel et al., 2002).   
13.  DSM-IV criterion does not indicate a cutoff age for the diagnosis of ODD (American 
Psychiatric Association, 1994). 
14. When diagnosing ODD, the DSM-IV indicates that violation of the rights of others 
must not be involved in the clinical picture.  A violation the rights of others is a core 
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feature of conduct disorder (American Psychiatric Association, 1994; Angold & Costello, 
1996). 
15.  Dry mouth and sedation are common side effects of anticholinergic medications that 
are often used to treat aggressive behavior (Gitlin, 1996). 
16. Although some researchers have argued that disruptive behavioral problems and 
disorders, including ODD and conduct disorder, are a part of a continuous, dimensional 
psychopathological entity, current research suggest that specific behaviorally pathologic 
domains can be separated and categorized as distinct disorders (Angold & Costello, 1996; 
Hinsaw & Anderson, 1996; Loeber et al., 2000).   
17.  Depression and disruptive behavioral problems commonly occur comorbidly 
(Hinsaw & Anderson, 1996; Loeber et al., 2002). 
18. After performing a meta-analysis of effective treatments for disruptive behavioral 
problems, van de Wiel and colleagues (2002) concluded that empirical literature supports 
cognitive behavioral therapy as an effective treatment of disruptive behavior. 
19.  Some researchers have found that while many young children who meet criteria for 
ODD will eventually grow out of it, a substantial portion will continue to meet criteria for 
ODD and may eventually develop additional disorders (Lavigne et al., 2001). 
20. Pharmacological treatments are not well established in treating disruptive behavioral 
problems.  Therefore, pharmacological treatment should be implemented cautiously and 
as part of a comprehensive plan that treats also treats comorbid disorders.  Gatlin (1996) 
warns that medication should not be used to treat the primary condition.    
21.  Functional impairment is a feature required in to diagnose of ODD (American 
Psychiatric Association, 1994). 
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22.  Research suggests that although fighting is common in children, persistent fighting is 
related to the development of subsequent disruptive behaviors (Loeber et al., 2000). 
23.  No known research has demonstrated that reduction of dietary sugar or food 
additives is effective in reducing the symptoms of ODD. 
24.  According to the federal Individuals with Disabilities Education Act Amendments of 
1997 Public Law 105-17 Subpart A Section 300.7 and Pennsylvania State Law, children 
with mental disabilities are entitled to appropriate, specially designed education 
(A.S.P.I.R.E. & I.L.I.A.D., n.d.; Osceola Area School District, 2002).  While mental 
impairment may qualify a child for special education, the mental handicap must 
substantially limit the child's ability to carry out daily activities, work or learn.  The law 
outlines 12 categories under which a child may qualify for special education.  A child 
who only has behavioral problems does not meet the qualification requirements 
(A.S.P.I.R.E. & I.L.I.A.D., n.d.; Osceola Area School District, 2002). 
25.  Of the drugs used to reduce aggressive behavior, the effectiveness of neuroleptics 
and lithium are the most documented (Gaitlin, 1996). 
26.  Argumentative behavior is a symptom of ODD (American Psychiatric Association, 
1994). 
27.  No known research suggests a differentiation between problems experienced by 
ODD children in novel situations and familiar situations.  
28.  Physical features are not sufficient in making a definitive diagnosis of ODD     
(American Psychiatric Association, 1994). 
29.  Among school-aged children, the prevalence of ODD is higher in boys than girls   
 (Hinsaw & Anderson, 1996; Loeber et al., 2000). 
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30.  While ODD behaviors in young children are often similar to that of non-ODD 
children, researcher suggests that ODD can be reliably distinguished from the "terrible 
twos" (Lavigne et al., 2001). 
31.  Behaviors characteristic of ODD such as loss of temper, defiance, and touchiness are 
also behaviors that fall within the realm of normal childhood behavior. (Hinsaw & 
Anderson, 1996; Lavigne et al., 2001).   
32.  Poor academic performance and underachievement are often seen in children 
diagnosed with ODD (Hinsaw & Anderson, 1996). 
33.  Disruptive, dysfunctional family and home environments have been linked to the 
development and maintenance of disruptive behavioral problems (August, Realmuto, 
Joyce, & Hektner, 1999; Hinsaw & Anderson, 1996). 
34.  Behavioral and psychological therapies used to treat disruptive behavior focus on 
both problem solving skills and cognitive processing (van de Wiel et al., 2002). 
35.  No known research has indicated electroconvulsive therapy as an effective treatment 
of ODD. 
36.  Parent management training techniques commonly used in the treatment of ODD are 
based upon social learning principals (Kazdin, 1997; Rayfield, Monaco, & Eyberg, 
1999).  
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